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The Interstitial Cells of the Human Ovary, 
By WILFRED SHAW, M.A,, M.B., B.Ch. (Cantab), F.R.C.S. (Eng.), 


Resident clssistant Physician Accoucheur, St. Bartholomew's 
Hospital. 


ALTHOUGH Endocrinology originated in the study of the internal 
secretions of the sexual glands, histological investigations of the 
source of these secretions in the ovary have been few. It must be 
admitted that the function of the ovary is complex and subject to 
periodic variations. Consequently the histology of the normal 
ovary is difficult and the resolution of the histological features 
of these variations can only be accomplished in the case of the 
human ovary by laborious investigations. The histology of the 
human ovary before puberty and after the menopause is relatively 
simple, but during the child-bearing period, when ovarian activity 
is at its maximum, and when corpora lutea and atretic follicles 
are being produced in considerable numbers, ovarian histology 
becomes complex, and not until these processes have become 
familiar can accurate investigations be bestowed upon the inter- 
stitial cells. The histology of the interstitial cells is still a subject 
of dispute, and contradictory findings and interpretations are at © 
present the rule. It is the aim of this paper to give an account of 
the histology of the interstitial cells, and at the same time to give a 
brief review of ovarian functions in general, for it seemed that 
in no other way could the significance of these cells be dealt with. 
' At the present time there is good reason to believe that internal 
secretions are produced by the ovaries. It has long been known 
that the spaying of young animals results in the failure of 
development of sex instincts. In these cases it is the rule that 
further development of the uterus is inhibited, and sometimes the 
animals assume male characteristics. In Man the removal of the 
ovaries in the child-bearing period is followed by the cessation of 
menstruation and by atrophic changes in the uterus. These results 
were ascribed by Hofmeyer! and others to interference with the 
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blood supply of the uterus, but this view can no longer be held, 
for the experiments of Knauer,? Halban,? Marshall and Jolly* have 
proved that these castration effects are not obtained if the ovaries, 
after removal from the pelvis, are subsequently grafted to other 
parts of the body. It follows from these experiments that the 
influence of the ovaries is hormonic and not produced through 
nerve paths, 

Again, the experiments of Goodale’ and Steinach® demonstrat- 
ing the assumption of female characteristics in castrated males 
following ovarian grafting are in support of this view. Lastly, the 
work of Pearl and Surface,’ Hermann and Stein,’ Kennedy? has 
shown that physiological effects follow the injection of corpus 
luteum extracts, and the experiments of Allen and D’Oisy’ have. 
proved that from certain ovarian elements extracts can be obtained 
which will induce the oestrus cycle when administered to castrated 
female rats. | 

The influence of the ovaries on the body is diverse, and it is 
unreasonable to assume that a variety of effects is produced by a 
single hormone. For example, it is generally admitted that the 
control of the secondary sexual characters, the development of the 
uterus and in Man, the production of the premenstrual endometrium, 
are functions of the ovaries, yet they are so widely separated in 
character that it seems that all of them are not likely to be 
dominated by a single hormone. At the present time, although 
rapid advances are being made, the histological separation of the 
various components of ovarian activity has not been made with 
certainty, and not until the histological side of the problem has 
been linked up with the biochemical work will the interpretation 
of ovarian function rest on a sure basis. 

Nevertheless, certain functions can be ascribed to definite 

* structures within the ovary. The work of Pearl and Surface,’ 
Hermann and Stein’ and Kennedy® has shown that the mature 
corpus luteum inhibits further ovulation. Ancel and Bonin™ have 
demonstrated that the corpus luteum influences the hypertrophy of 
the breasts which is seen during pregnancy, and there is good 
reason to believe that the corpus luteum controls the production 
_of the premenstrual endometrium, and is responsible for the 
embedding of the fertilized ovum, Fraenkel. At the present time 
there is no evidence to show that the corpus luteum exerts any 
other function: and there is reason to believe that the other 
functions of the ovaries are produced by other ovarian structures. 
Foremost among these come the interstitial cells. In the case of 
the testicle the interstitial cells are well recognized, but doubts 
still exist whether any significance is to be attached—in Man—to 
the interstitial cells of the ovaries. In lower animals, e.g., the 
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rabbit, the interstitial cells are very numerous, so much so that 
they are called the interstitial gland by Ancel and Bonin. 

The first question to be answered is whether true interstitial 
cells, i.e., cells similar in character to the interstitial cells of the 
testicle, are to be found in the human ovary. On this elementary 
point there is a well-marked difference of opinion, and the strong 
opposition of such authorities as Fraenkel and R. Meyer has 
greatly influenced the general opinion. On the other hand, 
Aschner, Wallart, Winiwarter and others take the view that inter- 
stitial cells are to be found, and that they exert an important 
function. It seemed that with this array of conflicting evidence 
further work was required, not only to see if interstitial cells exist, 
but also what their origin and functions may be. 

In 1902 Limon’ published the first accurate account of the 
ovarian interstitial cells. He concluded that they arose from the 
theca interna layer of the atretic follicle and that they remained 
clustered around these atretic bodies. He described the cells as 
polyhedral, of an epithelioid type, with rounded nuclei and 
vacuolated protoplasm. He showed that the cells contained fat 
and also a substance which after staining with osmic acid was 
soluble in xylol and canada balsam. Limon emphasized the 
secretory nature of these cells. These observations were confirmed 
in 1903 by Cohn, but in 1905 Ludwig Fraenkel!® published an 
important paper which gave an account of the interstitial cells in 
the ovaries of Man and manv species of lower animals. Fraenkel 
concluded that it was impossible to attribute any important function 
to the interstitial cells. His grounds were as follows: first they 
are not present in the ovaries of all species, and even in the same 
species thev vary considerably. Fraenkel agreed with Limon that 
the cells arose from the theca interna laver of atretic follicles, but 
he considered this noint an argument against the view of their 
having an important nhvsiological function. Lastly, Fraenkel 
pointed out that as the ovaries carry out the same function in all 
species of mammals and as the interstitial cells varv so greatly 
in different snecies it was impossible to attach any great significance 
to them, and he compared them to the corpus luteum, a structure 
which is constantly present with similar characters in all species of 
mammals, 

Tn 1905 Tane Clavpon.” working on the ovary of the rabbit. 
concluded that the interstitial cells arose from the cells of the 
verminal enithelium, and. although this work was confirmed bv 
Mcllrov.'8 there is no other evidence to support this view. 

In 1906 Seitz published his well-known paper. and showed 
that follicle ripening takes place during pregnancy, but that ovula- 
tion never ensues. He showed that the follicles underwent atresia, 
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the theca interna cells proliferating and undergoing luteinization. 
Seitz termed these cells theca lutein cells, and pointed out that they 
were found in large numbers during pregnancy. In 1907, Wallart?® 
gave an account of the human interstitial cells, obtaining material 
from the extremes of an eighth month’s foetus and a woman of o1. 
He showed that the interstitial cells arose from the theca interna 
laver of atrectic follicles, and stated that number of interstitial cells 
in the ovaries varied with the age of the patient : that between birth 
and puberty they were numerous ; that immediately before puberty 
ihe number present was small, and agreed with Seitz that they 
were found in large numbers during pregnancy. 

-In 1go8 Winiwarter?! contributed a study of the interstitial cells 
of the foetal ovary, and showed that such cells are present even 
before the 20th week of intra-uterine life, and agreed with Limon 
and Seitz in the view that thev arise from the theca interna cells, 
and in 1g0g Cohn?? gave an excellent review of the processes of 
follicular atresia. In the same year Ancel and Bonin published 
their important paper on the interstitial gland, and put forward 
the interesting theory that as, the interstitial gland, we., large 
numbers of interstitial cells, is found in those animals which do 
not have a spontaneous ovulation, and as those animals which 
ovulate regularly have few, if any, interstitial cells, the corpus 
luteum spurium of the latter group takes on the function of the 
interstitial gland of animals of the other type. 

In igtt Anna Schaeffer,?? a pupil of Fraenkel, carried out an 
investigation of the distribution of interstitial cells in different 
species along the lines followed by Fraenkel, and concluded that 
there was no structure in the human ovary comparable to the 
interstitial gland of certain of the lower species; but in 1914 a 
paper by Aschner*4 helped to clear up this conflicting evidence. 
Aschner showed that not only in Man but also in certain of the 
lower animals the interstitial cells varied in number with the state 
of growth and development In Man large numbers were found 
between birth and puberty, but that the number fell before puberty 
and remained low except during pregnancy, 

In 1921 R. Mever,?> in a review of the subject, suggested that 
it was difficult to attach any importance to the interstitial cells, for 
they should be considered as degenerating cells arising from a 
degenerate follicle this view being combated vigorously by Seitz.?6 
Since then Athias?? has given accounts of the interstitial cells 
of various snecies and has emphasized that they are a constant 
feature of the ovaries of all varieties of mammals. 

My own material has been obtained both from the operation 
theatre and from the post-mortem room, and about 70 cases have 
been examined and many thousands of sections have been made. 
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Fie. 1. Interstitial cell: frozen section: Scharlach R: the arrangement of the fat in the 
form of minute globules is shown. One droplet stains darker than the rest. 

Fig. 2. Interstitial cells clustered around a corpus atretienm. Frozen section: Scharlach R 
and hematoxylin, The hyaline lamina and the remains of the cavity are seen. The peripheral 
radiation of the interstitial cells is well brought out. 

Fig. 3. Interstitial cells in the neighbourhood of a corpus fibrosam, Hematoxylin and eosin. 
The large polyhedral cells are seen sevttered amongst the cells of the ovarian stroma. Their 
brown pigmentation is clearly seen. The relation to the degenerate follicle is not brought out. 


q 

Fiz. 2. Fig. 1. 

Fig. 3. 
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Foetal ovaries, the ovaries before puberty, after the menopause and 

during pregnancy have been investigated, in addition to those 
obtained from patients in the child-bearing period. As will be 
shown later, the interstitial cells are only found with extreme 
ditficulty if the usual stains are employed, and special methods 
are required to obtain satisfactory specimens. ‘The cells stain fairly 
well with Pappenheim—Winiwarter strongly recommends safranin 
and gentian violet-orange, but much the best method is to make 
frozen sections and to use fat stains, e.g., Scharlach R, Sudan II1 
or nile blue sulphate. Not only are beautiful preparations obtained 
but the relationship of the interstitial cells to the atretic forms of 
the follicle is well brought out. It is impossible to over-emphasize 
the importance of this method for it reduces the search for inter- 
stitial cells to simplicity, whereas with the usual technique the 
search is extremely difficult. Apparently Fraenkel first indicated 
the advantages of this technique, and Aschner points out that it is 
impossible to carry out an investigation on the interstitial cells 
without the use of frozen sections, 

If paraffin embedded preparations of the ovaries of cases in 
the child-bearing period are examined the interstitial cells are found 
mainly in the medulla, and occur either singly or in small groups. 
They are large cells of an epithelioid type, polyhedral in shape, 
with rounded nuclei. Invariably the protoplasm is pigmented, 
assuming a yellowish-brown colour, and is faintly irregular. Even 
with paraffin embedded preparations the lipoid content can be made 
out. It is not easy to identify the cells in this way, for they are 
inconspicuous among the stroma cells, and, further, their relation 
to atretic follicles and the various hyaline bodies derived from 
atretic follicles is not shown. With frozen sections, if fat stains 
are used, the cells are readily distinguished. With Scharlach R 
they stain a deep crimson, and the older the cell the darker does 
it stain. The fat occurs as small globules packed together within 
the cell, and usually one droplet stains deeper than the rest. 
(Fig. 1.) With Nile blue sulphate the cells assume a dark Oxford 
blue colour, and again they are easily identified. The cells stain 
well with pyronin. With paraffin embedded material the relation 
of these cells to the follicle is difficult to make out (Fig. 3,, but 
with frozen sections this relation is very well shown. (Fig. 2.) 
In all cases the cells are found related either to atretic follicles 
or to the various hyaline bodies derived from the follicle. In the 
process of atresia the granular cells atrophy,a lavet of hyaline 
material is deposited between the granular and theca interna layers, 
and the cells of the theca interna laver proliferate eccentrically 
amongst the adjacent stroma cells. The interstitial cells are 
invariably derived from these theca interna cells. In the atretic 
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follicle and in the corpus atreticum the theca interna cells persist, a 
brown pigment is deposited in their protoplasm, ana with tat 
Stains lipoids can be demonstrated in the ceils. As contraction ot 
the corpus atreticum into a corpus candicans or corpus librosum 
takes place separation ot the theca interna cells trom these 
structures Occurs so that eventually, when organization is compiete, 
the theca interna cells are trequently iound some distance irom 
these hyaline bodies. Nevertheless, with trozen sections stained tor 
fat it is always possible to make out their relation to some adjacent 
hyaline body (Fig. 4). Certain difficulties, however, may arise in the 
interpretation ot the relations of the interstitial cells (cj. big. 5). 
It is not uncommon to find isolated nests of interstitial celis. But 
if these groups are examined careiully hyaline tissue will be iound 
between the individual celis, and it serial sections are made a 
subjacent corpus candicans or other hyaline body will be found. 
In no case have interstitial cells been iound which have not been 
related to degenerate forms of the follicle, and in the human ovary 
it seems clear that the interstitial cells are derived from the theca 
interna cells. The shape of the cells, their rich pigmented proto- 
plasm and the peculiar distribution of the fat in the form of minute 
globules are all points in favour of their having some secretory 
function, 

The question of the production of interstitial cells by the corpus 
luteum may now be dealt with. It has already been shown that the 
cells of the degenerating corpus luteum are engorged with fat,?* 
and in frozen sections through the ovaries of cases in the child- 
bearing period fattily degenerate corpora lutea are numerous (lig. 6). 
Early in the process of degeneration of the corpus luteum the 
paralutein cells—which are derived from the theca interna layer— 
take on a deep blue colour after staining with Nile blue sulphate, 
yet for a long time the large lutein cells assume a heliotrope colour, 
and in this way differentiation between the cells can be obtained. 
With paraffin embedded sections the lutein cells are vacuolated, and 
in late stages of organization the corpus luteum is represented by a 
hyaline body with vacuolated cells at its periphery, but if the 
periphery is carefully examined it will be seen that two types of 
cell are present. The interna layer consists of vacuolated cells, 
but the externa layer consists of pigmented cells resembling in 
every way the interstitial cells derived from the atretic follicle. 
Further, these pigmented cells persist at the periphery of corpora 
albicantia, so that with all atretic forms of the follicle—with the 
exception of the corpus restiforme—interstitial cells are produced 
and remain in small numbers at the periphery. 

The production of interstitial cells at various ages may now be 
considered. Interstitial cells have been found in the ovaries as 
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Fig. 4. Frozen section: Iiematoxylin and Scharlach R. Interstitial cells clustered around 
a corpus candicans. The tendency to separation of the interstitial cells from the follicle during 
collapse of the latter is illustrated. 

Fig. 5. Frozen section: hematoxylin and Scharlach R. 
the ovarian stroma. 


Isolated group of interstitial cells in 
Hyaline tissue, however, can be seen between the interstitial cells. The 
section illustrates a transverse section throngh the extremity of such a corpus candicans as 
is seen in Fig. 4. and indicates the relation of the cells to the atretic form ©! the follicle. 


Fig. 6. Frozen section: hematoxylin and Scharlach Degene 
fattily degenerate lutein cells separated from each other by hyaline 1 
septa a few theea intima cells staining more deeply can be seen. 


corpus luteum. ~The 
e, is shown. the 


0 
Fig. 4. 
> 
Fig. 6. 
Fig. 5. 


= 


The Interstitial Cells of the Human Ovary 189 


early as the 32nd week of intrauterine life—Wéiniwarter states that 
even as early as the 20th week interstitial ceils can- be seen—but 
berore birth they are scanty and their lipoid content is small. After 
birt the number ot interstitial cells increases, but no evidence has 
been tound to support the statements of Wallart and Aschner that 
variations occur at the time of puberty. The number present 
during the child-bearing period is always greater than at any time 
before puberty. After the menopause no further interstitial cells 
are produced, and in senile ovaries none can be found. The 
observations of Seitz on follicle ripening and theca lutein cell 
production have been confirmed in every way, but the theca lutein 
cells do not assume a brown pigmentation during pregnancy, and 
it is doubtful if any significance should be attached to them, for 
they are readily explained by the ovarian hyperemia which is 
found during pregnancy. 

It follows from these observations that the interstitial cells of 
the ovaries are derived from the theca interna layer of the follicle. 
No evidence has been found to support Lane Claypon and 
Mcllroy’s view. The cells, therefore, have a connective-tissue 
origin, for at the present time it must be assumed that the cells 
of the theca interna layer are derived from the stroma cells. 
Although the interstitial cells are derived either from degenerate 
follicles or from degenerate corpora lutea, it does not follow that 
no function should be attributed to them. The form of the cells, 
their brown pigmentation and their tendency to persist are all 
points in favour of the view that they have some internal secretory 
function. The views of Fraenkel and of R. Meyer are probably 
erroneous. They afford no explanation of the process of atresia. 
It is difficult to believe that such a multitude of follicles become 
atretic to no purpose. The result of atresia is the production of 
interstitial cells. Further, such cells persist in the ovaries for a 
long time. It is known that about nine months elapse for a corpus 
luteum to become organized into a corpus albicans, and interstitial 
cells are found at the periphery of these structures long after the 
lutein cells have disappeared, so that at least a year elapses before 
they disappear. Similar remarks probably hold for interstitial 
cells derived from atretic follicles, for a certain resemblance exists 
between these two types of interstitial cells. Again, it is difficult 
to believe that such cells persist to no purpose. 

So much for the histological aspect of the problem. Any 
discussion on the function of the interstitial cells must of necessity 
be hypothetical with our present knowledge, for little, if any, direct 
evidence exists as to the mechanism of ovarian activity and the 
outline given below must be judged by this standard. 

From the purely histological side it seems that the following 


a 


190 - Journal of Obstetrics and Gynecology 


ovarian structures May carry Out some tunction. First the ripening 
iollicle, secondly the mature corpus luteum, thirdly the degenerating 
corpus luteum, and fourthly the interstitial cells.. Of ‘these the 
degenerating corpus luteum—a structure entirely diferent ‘in 
character from the mature corpus luteum—lias received very little 
attention. The degenerate corpus luteum persists for about nine 
months aiter the mensi:uation, and throughout this period the cells 
are engorged with tat and resemble closely the cells of the supra- 
renal cortex. Again, as in the case of the interstitial cells, this 
persistence suggests that some internal secretory function is to be 
attributed to these cells. What this function may be is pureiy 
hypothetical at the present time. It can only be exerted during 
the child-bearing period. ‘ 

The functions of the corpus luteum have already been dealt 
with. The work of Allen and D’Oisy has shown that the liquor 
folliculi contains a hormone which produces the oestrus cycle in 
castrated female rats. Recent observations suggest that there is 
no parallel between oestrus in lower animals and menstruation in 
Man, as Heape originally suggested ; yet it is clear that the process 
of ripening is related to tie onset of the phase of sexual activity 
in all cases, and if follicle ripening is considered solely in this 
light no discrepancies will arise. Now follicle ripening occurs 
throughout pregnancy, although ovulation does not ensue— 
probably because the corpus luteum present inhibits this process, 
and in the menstrual cycle follicle ripening is seen in the post- 
menstrual phase. There is reason to believe that the process of 
follicle ripening is the fundamental rhythmical factor of ovarian 
activity, although this hypothesis cannot be substantiated until a 
large number of accurately-timed ovaries of pregnant women have 
been examined. The hamorrhages occurring at the times of the 
suppressed menstruai periods in the early months of pregnancy, the 
occurrence of false labour pains in the last months, again at the 
times of the suppressed periods; in rare cases painful distension of 
the breasts or even of epistaxis at these times are all evidences 
of the rhythmical nature of ovarian activity; and, lastly, the 
gestation period of 280 days is a simple multiple of the menstrual 
cycle of 28 days. The cause of this rhythm almost certainly lies 
in the ovaries, yet histologically during pregnancy there is no 
evidence of activity, apart fiom the corpus luteum, beyond the 
ripening follicles. At the present time, therefore, it must be 
considered that the process .of follicle ripening is periodic, and is 
responsible. for the rhythm of ovarian activity. The uterine 
hemorrhages. occurring at the time of the suppressed periods 
seldom take place after the third month. .During pregnancy the 
luteinization of the theca interna cells is very well marked, and 
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it is possible that this excessive proliteration of cells produces an 
enhanced amount of decidua, which in turn breaks down with 
consequent hemorrhage when the theca lutein cells degenerate. 
The limitation of hemorrhage to the first three months is explained 
by the tusion of the decidua reflexa with the decidua vera at that 
date, 

‘the experiments of Marshall and Dixon”? have shown that the 
onset of labour is probably determined by an increased production 
of pituitrin by the pituitary gland, and that this process is controlled 
by the ovaries. Their work suggests that the corpus luteum 
inhibits the ovarian hormone which stimulates the pituitary to 
activity, and that when the corpus luteum is degenerating at the 
close of the gestation period the influence of this hormone is seen 
in the outpouring of pituitrin and the production of labour pains. 
This experimental work explains the well-known phenomena of 
pseudo-pregnancy in animals, but it affords no explanation of the 
constancy of the gestation period or of the latter to the periodicity 
of the menstrual cycle. If it be assumed that follicle ripening 
is the fundamental rythmical factor this constancy ot the gestation 
period can be explained on the supposition that the ripening follicle 
or its theca interna cells are responsible for the hormone which 
Marshall and Dixon assume. Again, the occurrence of false labour 
pains can be explained by efforts on the part of the ripening follicles 
being rendered abortive by the inhibitory influence of the corpus 
luteum. 

The remaining functions of the ovaries are usually attributed to 
the interstitial cells. The most important are the secondary sexual 
characteristics exemplified by the shape of the pelvis, the develop- 
ment of the breasts, the distribution of fat, the hair on the head 
and the narrowness of the shoulder girdle. The psychical 
characters are still disputed, for clearly so much depends upon 
environment that an accurate analysis is extremely difficult, and 
they will not be discussed here. The general opinion on sex 
characters in man has been much influenced by the work of 
Tandler and Gross on the Skopeks—a Slavonic religious sect who 
perform castration on their male children. The observations of 
Tandler and Gross are extremely important, for they illustrate the 
peculiarities of a sexless individual—sexless not only in adult life, 
but deprived of sex glands from before puberty. The result of 
Tandler and Gross’ work has been to show that certain charac- 
teristics previously attributed to ovarian influence are produced 
independently of the action of the sex glands. The adult Skopek 
has axillary hair and pubic hair of the female type; the distribution 
of fat about the breast and hips approaches that in the case of the 
female; sparse hairs grow on the face after the fashion seen in 
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old women after the menopause, and changes in the larynx do not 
occur. It is probable, in the case of Skopeks, that little, if any, 
influence is exerted by the gonads before castration is performed ; 
so two explanations offer themselves, either the Skopek represents 
a neutral type or certain of the sex characters are pre-existent and 
are inhibited by the secretions of the sex glands. The work of 
Pezard and of Goodale on castrated female birds suggests a 
parallel with the former view, for in these experiments it was shown 
that male characteristics were assumed by castrated female birds. 
On the other hand, the recent parabiosis experiments of Goto*? 
have shown that the blood of a castrated male contains a hormone 
which produces a true hypertrophy of the ovaries of the animal of 
the opposite sex. It is beyond the scope of this paper to enter into 
a detailed account of these divergent views. They have been 
mentioned to indicate the extreme complexity of the physiology 
of the sex glands and to show how far we are from the solution 
of what were formerly considered simple problems. It appears, 
however, that more importance should be placed upon the histo- 
logical side of the question. 

It follows that, although in the case of the female the influence 
of the interstitial glands is probably smaller than was previously 
supposed they undoubtedly dominate the secondary sex characters 
to some extent. For example, the female characters of the pelvis 
can be recognized as early as the 20th week of intrauterine life 
(Fehling*!), but in the ovaries no structure other than the interstitial 
cells is to be found which appears capable of producing these 
changes. Similarly, the female changes in the breasts are probably 
produced by the interstitial cells, for it is well known clinically 
that secondary sexual characters are found in patients who suffer 
from primary amenorrheea. It is difficult to believe that the rapid 
production of sex characteristics at puberty is controlled solely by 
the interstitial cells. It is quite probable that during the child- 
bearing period the degenerating corpus luteum enhances the effects 
of the interstitial cells. Lastly, the development of the uterus is 
probably controlled by the interstitial cells or by the degenerating 
corpus luteum. 

In conclusion, it must be emphasized again that the above 
resumé is very hypothetical, as it must be with the present state 
of our knowledge, but it is hoped that it will indicate not only the 
great obscurity of ovarian physiology, but also the histological 
structures to which certain functions of the ovaries are to be 
attributed. 

CONCLUSIONS. 

1. The interstitial cells are found constantly in the human 

ovaries from late intrauterine life to the time of the menopause. 
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2. They are invariably derived from theca interna cells of the 


follicle. 


3. They are produced during pregnancy. 
4. Their function is obscure. Probably they influence the 


hypertrophy of the breasts, the female characters of the pelvis and 
the development of the uterus. 


5. It is probable that some influence is exerted by the cells of 


the degenerating corpus luteum. 
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A Revised Conception of Antepartum Accidental 
Hemorrhage. 


By Gipson FitzGippon, M.D., F.R.C.P.L., 
Master, Rotunda Hospital, Dublin. 


Read at a Meeting of the Obstetrical and Gynaecological Section of the 
Royal Society of Medicine, March 4th, 1926. 


Ix this paper I want to consider the nature and treatment of 
accidental hemorrhage as a complication of pregnancy, and to 
express the opinion | have formed after six years’ careful study 
and consideration of the cases met with during that time in the 
Rotunda Hospital. 

When | commenced my work as Master of the Rotunda Hospital 
| looked upon and treated accidental hemorrhage in accordance 
with the views generally accepted at the time. After two years | 
found | was no better able to estimate the severity of a case, and 
in several cases I had found conditions which could not be made to 
conform with the theories which I had accepted. It was about this 
time that | commenced carefully to study the disease. 

In this paper I want to review my work during six years, to 
point out the characters in cases that appeared to me incompatible 
with the generally accepted views, and to express the opinion | 
have now formed, which, I think, is compatible with the characters 
of the disease and forms a basis for successful treatment. For 
this purpose it is necessary to define some of the points which I 
found incompatible with my clinical observations. 

First. Accidental hamorrhage has been divided into two main 
types--revealed and concealed. The occurrence of these two types 
was explained by the fact that in the revealed type the uterine 
muscle was healthy, and therefore resisted distention by blood 
poured into the cavity of the uterus, while the concealed type was 
due to disease of the muscle, which made it unresponsive to 
stimulation and allowed it to passively distend. This fact I found 
to be absolutely inacceptable in view of the behaviour of the uterus 
in the vast majority of cases. Labour was the common outcome 
of these cases, and the labour was usually rapid, while the uterus 
acted perfectly both during and after delivery, and quite irrespective 
of whether the case proved to be wholly revealed or was demon- 
strated after delivery to be a severe concealed type by the expulsion 
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of two or three pints of old clot from the uterus. If the collection 
of the clot in the uterus was due to disease of the muscle it was 
quite inconsistent with the action during and after labour. 

Second. Although the fact is disputed to some extent, it is the 
more commonly accepted view that accidental hemorrhage is due 
to toxemia. I very fully accept this view, but [ found that 
although primigravide suffer from the other toxzemic diseases twice 
as frequently as multipare, the latter supplied at least 85 per cent. 
of the accidental hemorrhages, and more than half of the cases 
were advanced multipare. 

Third. Of recent years it has been suggested that the toxzemia 
is the result of extravasated blood and due to the reabsorption 
of bye-products. This does not appear a tenable proposition in 
view of the many other conditions leading to extravasation of blood 
and without toxzemic symptoms, such as ruptured ectopic preg- 
nancy and hematoma. <A few cases have been described in 
support of this contention, but it seems to me that in these cases 
the apparent toxzemia or shock which is more commonly described 
can be more reasonably accounted for by other factors. The 
occurrence of the albumin in the urine in placenta previa has 
been put forward in support of the contention that the toxzemia 
arises from extravasated blood, and a series of cases has been 
collected ; but in fact it is an uncommon association, the percentage 
of placenta przevia cases with albumin being little, if any, greater 
than the percentage of albumin in pregnancy, while albumin with 
accidental hemorrhage shows almost reciprocal figures. 

Fourth. The results from various treatments are not consistent 
with the supposed condition of the uterine muscle, and here I 
wish to refer to the treatment accredited to the Rotunda Hospital, 
“vaginal plugging.’ Tweedy advocated this treatment, and 
expounded views as to how the bleeding was controlled by the plug. 
He demonstrated that a vaginal plug controlled the circulation in 
the uterine arteries, and that unquestionably bleeding did not 
continue after the plug was placed, but it has never been shown 
how the bleeding is stopped in view of the fact that the circulation 
through the ovarian arteries is not controlled, and T think anyone 
who has performed hysterctomy at term will admit that the ovarian 
supply is as great as the uterine. 

Fifth. Hysterectomy had been adopted as the treatment in a 
few cases, then Caesarean section was substituted, and the uterus 
was found to act perfectly. although hysterectomy was adopted on 
account of the supposed degenerated state of the muscle. Neither 
Operation appears to me to be justified by the results obtained 
when compared with other treatments. They are aimed at 
controlling a hemorrhage which cannot otherwise be controlled, 
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but the specimens removed often showed no continuing bleeding, 
and at Czesarean section the uterus was usually found to contain 
no fresh blood. 

I have gone through the records of the Rotunda Hospital for 
the nine years preceding my Mastership—r1g1o-11 to 1918-19. 
During this time plugging was the principal treatment adopted ; 
Cesarean section and hysterectomy were resorted to in some cases. 
In the Hospital 51 cases are recorded, with eight deaths; 16 of 
these cases were treated by plugging, with two deaths; four cases 
were treated by Czesarean section, with one death; three cases were 
treated by hysterectomy, with two deaths; the remaining 28 cases 
were treated palliatively, with three deaths. In the Extern, 33 cases 
are recorded, with six deaths. Plugging was the only treatment 
adopted in the Extern besides palliative measures, and of the cases 
that died four were plugged. Thus from palliative treatment the 
mortality was 10.7 per cent, from plugging 12.5 per cent., from 
Czesarean section 25 per cent., and from hysterectomy 66 per cent. 
Assuming that plugging was resorted to with the same frequency 
in the Extern as in the Intern the results show :—From palliative 
treatment the mortality was 9.1 per cent., from plugging 36.3 per 
cent. 

There are some facts recorded of the Intern cases, especially 
those operated upon, to which I wish to draw attention. Of the 
51 cases only seven were primiparze; only one primipara died, 
10 davs post-partum; in one the membranes were punctured; one 
with a macerated early embryo was plugged before being sent to 
hospital; otherwise six of the primiparze required no treatment. 
having no symptoms other than slight external bleeding. Forty- 
four patients were multiparae, and seven died. 

Case 1, 5-para. Admitted in good condition; no pain or 
distension; no bleeding. Pulse 100; pulse rose to 140, 150. 
Internal hemorrhage diagnosed. Hysterectomy. Abdomen full 
of blood, the source of all of which could not be found. Died while 
abdomen being closed. 

Case m1, 9-para. Admitted, pulse 150; uterus large, tense. 
painful. Efysterectomy. Parametric bleeding troublesome. Died 
in 103 hours. 

Case 11, 4-para. Admitted, nale and weak: no external hamor- 
rhage; uterus normal, not tender. Membranes punctured; some 
blood came awav. Spontaneous delivery in one hour; a gush of 
blood at birth. Uterus and vagina plugged. Died one hour later. 

Case iv, 6-para. Admitted, plugged; good condition: plug 
removed; no bleeding. Labour thought to be starting. Three 
hours later a little blood escaned: restless; pale. Hysterectomy. 
Parietes very pale; very little bleeding ; blood watery. Recovery, 
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Case v, 9-para. Admitted, pulseless and cyanosed. Placenta 
in lower segment. Version. Died undelivered. Much blood in 
uterus. 

Case vi, 3-para. Pre-eclamptic state. Treated for seven days. 
Then slight external bleeding; uterus tense, tender; pulse 160, 
feeble. Czesarean section. Intraperitoneal haemorrhage, supposed 
to be from broad ligament. left ovarian vessels tied. Recovery. 

Case vil, 1-para. Admitted, bleeding. Vaginal plug, removed 
in eight hours; spontaneous delivery. Died 10 days post-partum. 

Case vill, 3-para. Admitted, blanched; uterus hard and tender. 
Improved before operation. Czesarean section. Recovered. Note: 
Uterus dark, almost blue, with blood extravasations in patches. 
Peritoneum raised in blebs, filled with blood; one had burst ; blood 
in peritoneal cavity. On section, uterine wall showed blood 
extravasation all through. Uterus contracted well. 

Case 1x, 7-para. Admitted, abdomen tender, increased in size ; 
pulse 130. Czesarean section. Died in 14 hours. 

Case x, 5-para. Admitted in labour; external bleeding. Os 
three-quarters dilated. Membranes punctured. Pulse getting 
worse. Cervix divided; forceps. Died in two hours. 

Case x1, g-para. Admitted, albuminuria; concealed haemorrhage. 
Ceesarean section. Free blood in peritoneal cavity. Uterus black 
in colour owing to extravasated blood. Recovery. 

Case x, 10-para, twins. Admitted, bleeding. Labour induced 
with tents. Patient had rigor; os full; membranes ruptured. 
Delivery. Manual removal. Post-partum hemorrhage. Died in 
one hour. 

The points I want to draw attention to in these notes are in 
the cases treated by hysterectomy. Case 1 was of intra-peritoneal 
hemorrhage rather than intra-uterine, and there were no symptoms 
to indicate the condition until the patient had lost so much blood 
that she could not stand operation. In Case 1 the bleeding does 
not appear to have been controlled by the operation; if anything, 
this made her bad condition worse. In Case tv the patient was 
in good condition, seemed to be starting labour, and at operation 
the bleeding was found to have ceased, the condition being only 
one of anemia, 

In the cases treated by Cesarean section, free intra-peritoneal 
haemorrhage was found in three, the uterus acted well, and Case v1 
was the only one in which some effort was made to control the 
supposed source of the free bleeding. In Case 1x the patient died, 
but no active bleeding was found ; the uterus acted poorly in just the 
manner to be expected in a depleted patient. The remaining five 
cases were treated by plugging and/or other form of interference. 
One died ten days after delivery ; she was plugged, but otherwise 
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the labour allowed to end spontaneously. One labour ended spon- 
taneously, but the uterus and vagina were plugged post-partum. 
One was a low implantation of the placenta, and possibly the 
retained blood collected after version. One was delivered rapidly 
after division of the cervix. The last case was complicated by post- 
partum haemorrhage after induced labour, 

Of particular importance is the description of the uterus in 
Cases vii and 1x, where it is described as blue or black with sub- 
peritoneal hemorrhage and extravasations all through the walls. 
The condition of the uterine tissue is not described in any other 
cases, but the same condition is suggested in Cases 1, 11 and Im, 
in which there was broad ligament extravasation. 

From a study of the above. cases I do not think the claim is 
established that any case of accidental hemorrhage is benefitted 
by Cesarean section, hysterectomy or other operative interference, 
that would not get well by careful expectant treatment. Further, 
there do not appear to be any definitely diagnostic symptoms by 
which the cases can be classified for treatment. It was owing 
to these conclusions that I abandoned operative treatment, includ- 
ing plugging, shortly after I was appointed in charge of the 
Rotunda. 

I wish now to record my own statistics during the past six 
vears, and certain observations | have made. During six years 
in the Intern, 64 cases, with three deaths; in the Extern, 34 cases, 
with four deaths. During the first two vears there were 13 cases, 
with one death; of these, two cases were plugged, with one death. 

Case E.T., 4-para. Admitted, pre-eclamptic state. Greatly 
improved until the fourth day, when profuse hemorrhage, with 
passage of clots, occurred. Vagina plugged. Died in one hour. 
Uterus showed extravasations of blood in cornua and wall of 
uterus under placental site. No intra-peritoneal bleeding. 

Case M.R., 2-para. Czesarean section for contracted pelvis. 
Uterus found dark slate-blue in colour; large old blood-clot from 
cavity. After operation gave history of slight hamorrhage before 
admission; there were no svmptoms, but urine was found loaded 
with albumen. 

During the next two vears there were 23 cases, with one death. 
Three cases were plugged before admission; plug removed on 
admission. 

Case M.L., 13-para. Admitted in collapse; slight external 
bleeding. Improved during next few hours. Began to get worse ; 
no further bleeding. Hysterectomy. Rather free bleeding under 
anesthetic, not much from operation. Died nine hours after 
operation. Urine, marked albumin. Enormousquantity of blood- 
clot between membranes and uterine wall, outside placental area, 
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Section through uterine wall, showing 
extensive infiltration with blood, 


High power, showing interstitial character 
of hemorrhagic infiltration, 


Sections of uterus, showing toxzemic ante-partum haemorrhage, 
haematoma or apoplexy of the uterus. 
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During the next two years there were 28 cases, with one death, 

Case L.O.G., t-para. Admitted, severe bleeding, pre-eclamptic. 
Very pale; uterus very tense and tender. Bleeding stopped on 
getting to bed. Patient semi-conscious. Membranes punctured. 
Improved. Delivered 26 hours later. Semi-coma deepened to 
coma during next days. Died fiith day. Uterus well involuted. 
Heemorrhages under peritoneum, in broad ligaments and extrava- 
sated all through uterine walls. 

One other case [ would like to give the notes of, although it is 
not included in my numbers. 

Case K.G. was in hospital in her second, third and fourth 
pregnancies, with eclampsia each time, complicated by severe ante- 
partum hemorrhage. During the fifth and sixth davs of one 
puerperium a pint of old black haematoma was collected, having 
been discharged through the bladder. In her fifth pregnancy the 
foetus died at 20 weeks in spite of careful treatment, and I perforn ed 
a hysterectomy to terminate the pregnancy and prevent future 
pregnancies. The uterus was hardened and opened. Concealed 
hemorrhage was found; the placenta was normally situated and 
perfectly attached to its site. The whole uterine wall showed 
extravasated blood in the tissues. 

Now, I want to compare these two series of cases. They are 
consecutive cases, the first collected from the vears 1g1t to 1g1g, 
the second from 1920 to 1925. During the first period plugging 
of the vagina was the principal treatment, and hysterectomy or 
Czesarean section began to be adopted. Eight cases were 
submitted to the latter treatment, and three of these cases 
died. Of the cases not treated by operation five died. It may he 
claimed that the cases operated upon were all very serious, but it 
must equally be admitted that among the 43 cases not operated 
upon were a large number of quite as serious cases, and so the 
results from operation were not any better than from non-operative 
treatment. The trend of opinion at the time was, that if the serious 
cases had been onerated upon earlier the results would have been 
better ; but in looking over the notes of the cases, it is difficult to see 
how a diagnosis and decision to operate could have been arrived 
at earlier in any case. Of course, if every case of accidental 
hemorrhage was submited at first sight to operation the results 
obtained would give a wonderfully good percentage result, but it 
would be an utterly fallacious justification of operation. 

The second series of cases occurred during my Mastership, and 
at the beginning [ was strongly inclined towards the operative 
treatment, but at the end of two vears | was still absolutely unable 
to formulate any basis of selection. [ had had a number of serious 
cases, with only one death. That case would have been operated 
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upon if it could have been done before death occurred. On the 
whole my results had been extremely good: one death in 13 cases 
from wholly palliative treatment; so that at the end of the two 
years I had fully decided to follow a strictly palliative line of 
treatment. Taking the whole second series, there are three deaths. 
It may be contended that my series of cases included fewer serious 
cases than the first series. Such an argument can only be treated 
as absurd. The two series of cases are drawn during consecutive 
periods, from exactly the same area of population. Of the cases 
in the second series, one was treated by hysterectomy. I was 
away from the Hospital at the time. I doubt if I would have 
operated. Nevertheless, the case was very serious, and the fact 
remains, the patient was not saved by operation. My third death 
occurred four days after delivery, with coma and complete anuria 
for four days, 

Comparing the whole results in the two series, it is better to 
avoid percentages. The cases may be looked upon as of the same 
tvpe and severity.” First series: Nine years, 33,000 confinements, 
eight deaths for nine years, unit 8. Second series: Six years, 
22,000 confinements, three deaths, corrected to nine vears, unit 4}. 

I now want to record a number of facts about these cases. 
In considering symptoms and signs I shall deal only with the 
cases that were under my observation; but with regard to the 
condition of the uterus, I shall include the records from the first 
series, 

There is a markedly greater incidence of the complication 
among multipare than primipare. In the Rotunda, out of 115 
cases, 99 were multiparee and 16 primipare. I looked up the last 
four reports from Liverpool, Edinburgh and Manchester, and found 
in 109 cases, 93 multiparee and 16 primipare. This is a verv 
remarkable difference to what is found in eclampsia, in which the 
relative figures are 30 to 70. I fully accept the view that accidental 
hemorrhage is largely due to a toxemia, but with the above facts 
it must be a different toxemia from that producing eclampsia, or 
there must be some factor existing in multiparee or produced bv 
multiparity which alters the effect of the toxemia. To investigate 
this I have kept careful notes of the presence of albumin in the 
urine of my last 46 cases. Six cases were primipare, and in five 
the urine boiled solid. In one case there was no albumin. Forty 
cases were. multipare; in five the urine boiled solid, in 21 there 
was a marked amount of albumin, in eight there was only a slight 
trace, and in six there was “no albumin.” 

There seems to be a fairlv close relation between the vitality of 
the foetus and the degree of albuminuria, but there is no relation 
between these facts and the type of accidental haemorrhage, whether 
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revealed or concealed. There were seven cases with wholly 
concealed hemorrhage, eight cases with wholly revealed hemor- 
rhage, and 31 cases with revealed haemorrhage before delivery, but 
showing a considerable quantity of retained blood-clot in the 
uterus after delivery. These cases I describe as combined hamor- 
rhages. 


The following tabular statement shows the relation between 
albumin, life of the foetus, type of haemorrhage and the pre- 


eclamptic state; by the latter | mean albuminuria, oedema, 
drowsiness, etc. 


5 Urine boiled 
solid. 


6 Primiparae 3 Pre-eclamptic, 
combined 


Concealed 


3 Foetus dead 


1 Foetus dead. 
1 Foetus dead. 
1 Feetus alive. 


t No albumen Revealed 


40 Multiparae 


5 Urine boiled 
solid. 


21 Albumin, 
marked. 


8 Albumin, 
slight trace. 


6 No albumin 


I 
1 Combined 
I 
I 


Pre-eclamptic, 
concealed. 
Pre-eclamptic, 
combined. 
Concealed 
Concealed 


Combined 


Revealed 
Gidema, 
revealed. 
Concealed 
Combined 


Revealed 
3, Combined 


Twins alive. 
3 Foetus dead. 


1 Foetus dead. 
1 Feetus alive 
2 Foetus dead. 
2 Foetus alive. 

15 Foetus dead 
1 Feetus alive. 
1 Feetus dead. 


Foetus dead. 
Foetus alive. 
Foetus dead. 


Feetus alive. 


I 
3 
I 
2 Foetus alive. 
3 


3 Revealed Foetus alive. 
The above table shows that three, or 50 per cent., of the 
primipare had symptoms constituting the pre-eclamptic state, and 
in each case the foetus was dead. Only one primipara was delivered 
of a living infant, and this patient was the only one with no 
albumin. The frequency with which the foetus was dead is very 
much greater than that usually found with severe albuminuria or 
even eclampsia. In the past year, of 11 primipare with albumin- 
uria, in which the urine boiled solid, only two were delivered of 
dead infants; and seven primipare, with eclampsia and a similar 
condition of the urine, resulted in the birth of six living infants. 
The multipare show a lesser degree of albuminuria; of five with 
urine that boiled solid, four showed the pre-eclamptic state, one 
of these was delivered of living twins; still this is higher than 
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the usual foetal death-rate In the past vear in the cases of seven 
multiparee, with urine that boiled solid, there was only one dead 
infant. The table also shows that as the degree of albuminuria 
diminishes the number of living infants increases, but there is little 
or no difference between cases with urine that boiled solid and cases 
with marked albuminuria. The difference is between cases with 
much albumin and those with only a slight trace or no albumin. 

The next table shows the relation between the type of hamor- 
rhage, whether concealed, combined or revealed; the incidence of 
labour, whether started or not; the condition of the uterus at the 
time of diagnosis, whether normal, tense or tense and painful, and 
the result to the foetus, whether alive or dead. The patients 
considered to be in labour were, with two exceptions, delivered 
within 15 hours, the average time being five hours, In the two 
exceptions delivery was completed in 20 hours. Those considered 
‘not in labour’ were delivered in from two to eleven days after 
onset of symptoms. 


47 CASES, 

7 Concealed ... 6In labour ... 3 Normal ” Foetus alive. 
Foetus dead. 
1 Tense a Foetus dead. 
2 Tense and Feetus dead. 

painful. 
1 No labour .... 1 Tense and Foetus dead. 

painful. 
31 Combined .. 26 In labour .. 7 Normal . 6 Feetus alive. 
Foetus dead. 
10 Tense 4: Foetus dead. 
9 Tense and Foetus dead. 

painful. 
5 No labour 5 Normal Foetus alive. 


Foetus dead. 
9 Revealed ... 6 In labour 5 Normal Feetus alive. 


Foetus dead. 
1 Tense ae Foetus dead. 
3 No labour .. 3 Normal ... 3 Foetus alive. 


This table shows 38 cases in labour; of these, the uterus was 
normal on ralpation in 15, three being concealed haemorrhage, seven 
with combined hamorrhage and five with revealed hamorrhage, The 
uterus was tense in 12 cases, one with concealed hemorrhage, ten 
with combined hemorrhage and one with revealed haemorrhage. 
The uterus was tense and painful on palpation in 11 cases, two 
with concealed hemorrhage and nine with combined haemorrhage. 
Of the nine cases not in labour, one, with concealed hemorrhage, 
was tense and painful; all the others normal on palpation. In no 
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instance was a living infant born in a case with either a tense or 
tense and painful uterus. On the other hand, of the 23 cases with 
a uterus normal to palpation, 17 infants were alive and only six 
dead. 

In the two above tables i have shown the result to the foetus. 
I have done so because | think this is an excellent expression 
oi the degree of placental ablation. That accidental hemorrhage 
is largely due to ablation of the placenta is, | think, the commonly 
accepted view, but, although | consider that extensive ablation very 
often occurs, | do not consider it the primary cause nor the 
important factor in the serious cases. The first table shows a 
relation between the presence of marked albuminuria and death ot 
the foetus, but very little relation between the death of the foetus 
and the type of hemorrhage when the albuminuria is marked. 
It also shows a lack of relation between the death of the foetus 
and the type of hamorrhage when albuminuria is slight or absent. 

The second table shows a very close relation between the 
condition of the uterus and the condition of the foetus irrespective 
of the. type of haemorrhage, and also between the condition of 
the uterus and the presence of labour, in conjunction with the 
condition of the foetus and irrespective of the type of haemorrhage. 
In this table there are two exceptions. One, a case of concealed 
hgemorrhage not in labour, with a tense and painful uterus and 
dead foetus. This patient I did not see myself. She was very bad, 
improved for a while, then disimproved, and was treated by 
hysterectomy. 1 believe the disimprovement was due to the onset 
of active labour, and that this would have been demonstrated if 
she had not been operated upon. I form that opinion from my 
experience of several other cases. The second exception is a case 
of revealed hemorrhage, in labour, with a tense uterus, but not 
tender; the patient was a very old multipara, with a breech 
presentation and very vigorous labour. 

I now want to consider the condition of the uterus as recorded 
in those cases operated upon or submitted to autopsy. I already 
have recorded the observations in cases in the Rotunda. They 
conform with the observations of other operators. Williams, in 
the Journ. of Obstet. and Gynecol. of the British Empire, Vol. 32, 
No.. 2, writes, in all of the Czesarean cases, except one, the 
uterus presented purplish-bluish discoloration. The extent of the 
hemorrhagic infiltration varied greatly, sometimes involving the 
entire body, sometimes limited, in several instances extending 
beyond the uterus. He records that in each instance, where the 
uterus was examined histologically, intra-muscular hemorrhages 
were found about the periphery of small veins, and more 
pronounced in the outer layers of the uterus. He was unable to 
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find degenerative vascular changes, nor could he demonstrate 
degenerative changes in the individual muscle fibres. Bride, in 
the British Medical Journal, Dec. 19, 1925, says: ‘‘ Il have seen 
most of the cases, and in all of them the uterus was sodden with 
blood, and there was free blood in the peritoneum.”’ 

My own observations conform with the above statements, and I 
have reproduced a microphotograph which shows the condition very 
perfectly. | had sections from many parts of the uterus, and all 
showed the same characteristics. The muscle fibres are separated, 
and the interstitial tissue is invaded with blood. There are small and 
large areas of blood under the peritoneum, the uterine wall under 
the placental site is no more affected than other parts. Extravasations 
ran Out on the broad ligaments, and the Fallopian tubes were 
completely disorganized by blood extravasation. 1 have endeavoured 
to demonstrate degeneration of the actual muscle fibres in this case 
and two others, but could find no evidence of such. 

Besides the operation and autopsy specimens | have been 
fortunate in seeing two other uteri in cases operated upon for other 
conditions, who, although having accidental hzmorrhage, 
presented no symptoms. In the first case, | did a Czesarean section 
for contracted pelvis. The uterus was of a dark-blue slate colour ; 
hamatomata ran out on the broad ligaments, 1 opened through the 
lower segment, and so did not see the sectioned surface of the 
worst-looking part of the organ, but the cut surface where seen 
looked like mildly bruised meat. The foetus was alive and strong, 
and the placenta was followed by a hard black clot, the size of my 
fist. The placenta did not show evidence of ablation; there was 
no flattening of the maternal surface. After operation the urine 
was found to boil solid, and the patient told me that just after 
labour started there was a gush of dark hemorrhagic fluid from 
the vagina, 

In the second case, I removed the uterus at 22 weeks’ pregnancy, 
with a dead foetus. The patient had been in hospital! for her three 
previous pregnancies and deliveries, with eclampsia, each time 
complicated by severe accidental hemorrhage. The infants were 
all dead, and she had chronic nephritis. The uterus contained 
concealed hzemorrhage; the placenta was normally attached; the 
whole uterine wall showed extravasated blood through the tissues. 

The first case, | think, throws a great deal of light on the 
subject. If the patient had been capable of delivering herself 
through the vagina, | have no doubt she would have done so 
uneventfully, and have been recorded as a mild case of combined 
haemorrhage, without any suspicion that the uterus presented a 
pathological condition quite as severe as any of the recorded cases 
of accidental hemorrhage. 
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One other case | want to refer to. It is very analogous to the 
case which is the basis of Williams’ paper, referred to above. The 
patient was admitted to hospital with low temperature and pulse- 
rate, general debility and abdominal pain; foetus alive ; albumin nil. 
Kept under observation for five days, and discharged very much 
better. Returned 17 days later, having had several fainting attacks 
in rapid succession, with peculiar twitchings, looking very bad, 
pale ; temperature 97°F., pulse-rate 105, blood-pressure 110; hemi- 
plegia of face, arm and leg. The uterus felt normal on palpation, 
and the foetus was alive, albumin marked. Improved with warmth, 
and drank fluid, Urine 18 ounces in 12 hours. Labour started 10 hours 
after admission. The uterus became somewhat tense, and a profuse 
discharge of dark fluid blood appeared from the vagina with a few 
very black old clots. The membranes were punctured, and delivery 
followed in three hours. The infant was alive, but died in an 
hour. The birth of the foetus and the placenta were followed by a 
very large quantity of hard, old black clots. The hemiplegia 
passed off gradually during the next week. 


I now want to formulate the views | hold at present, and as 
the result of my observations. I think that in the past few years, 
and as a result of operative treatment, we have discovered the true 
nature of the complication, but we have confounded ourselves 
by trying to make recent observations fit in with our former 
incorrect theories. These are all based upon a wrong hypothesis, 
separation of the placenta. 


There are two types of ante-partum accidental hamorrhage— 
(1) a simple and truly accidental ablation of part of the placenta ; 
(2) a toxzeemic condition due to haematoma or apoplexy of the 
uterine wall, involving the placental site in common with the rest 
of the uterine wall, but not originating in the placental site. The 
two conditions are totally unconnected, and must be considered 
separately. 


Simple accidental ablation of the placenta, There are many 
distinct causes of the condition—(1) low implantation of the 
placenta, so that it encroaches on the lower uterine segment; this 
is a not uncommon cause. The incidence is similar to placenta 
previa, but as the placenta cannot be reached the cases cannot be 
diagnosed as previa. The only symptom is external bleeding and 
the blood coagulates after collection in the vagina. The foetus 
is not affected, and the maternal health is good. There is usually 
persistence of bleeding in small quantity or intermittently. This 
may lead to a progressive anemia and require termination of the 
pregnancy. The pregnancy can be terminated safely by any of 
the recognized slow methods of induction of labour. As the 
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ablation of the placenta is only likely to occur in these cases near 
term the infant is always alive and healthy. (2) Ablation of a 
normally situated placenta, an uncommon cause, but one which 
may occur any time in the last months of pregnancy. Injury, such 
as falls or sudden violent action of the abdominal muscles 
to prevent falls, may be the cause. The bleeding may be revealed, 
combined or concealed. When revealed it is usually sharp for a 
short time, then stops and there is no tendency to return. The 
pregnancy continues unaffected. The bleeding may be wholly 
concealed, the blood lost collects under and near the placental site, 
is held up by the adherence of the membranes to the uterine wall. 
The blood coagulates, and the bleeding stops. The coagulum 
contracts, and the serum is expressed from the clot. The clot acts 
in the same manner as any foreign body introduced into the uterus 
to induce labour, and after a varying time the uterus takes on 
active contractions. The first effect of this is to extrude the serum 
down to the cervix, when it comes away in a sudden gush of 
blood-stained fluid which does not coagulate. In a multipara or 
a primipara with a relatively dilated cervix the clot may be extruded 
after the serum and, the stimulation being removed, labour may 
pass off, and the pregnancy continue unaffected. The clot, when 
extruded, is firm, hard and dark in proportion to the length of 
time it has been retained. If the clot is not extruded eaily, labour 
may continue to delivery, and the clot be retained until after the 
birth, owing to the presenting part filling the lower segment of 
the uterus. The patient does not show symptoms, except the 
discharge of the serum, and the foetus is alive, its condition 
depending upon the period of pregnancy. (3) During labour some 
condition may cause traction on the cord, and this ablates the 
placenta. The bleeding is usually revealed, and comes away as 
fluid blood or clots from the vagina. Some blood coagulates in 
the uterus, being pent up by the presenting part, and the clots 
come away after and during birth. The bleeding may be severe, 
but seldom affects the patient too much before delivery is completed. 
The foetus may die during labour; if not, it is healthy. 

This type of accidental haemorrhage may occur in multiparee 
or primigravidx. The urine is free from albumin, but the condition 
may occur in a toxzemic patient with any degree of albuminuria. 
The association is wholly accidental. 

I have had two cases definitely of the first variety, three cases 
of the second variety; one ended in delivery, while two expelled 
the clot, and pregnancy continued. I have had two cases of the 
third type, in one the cord was round the neck and shoulder, and 
ruptured as the head was born over the perineum. The foetus was 
alive, but died, evidently from loss of blood. The other case was 
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completed with the forceps; the cord was very short, and the foetus 
was born dead. 

Toxemic ante-partum hemorrhage. Hamatoma or apoplexy 
of the uterus. In this type the condition of the uterus is that 
described in those cases submitted to laparotomy or found at 
autopsy. 

Etiology. Ninety per cent. of the patients are multiparze, most 
of them advanced multipare. Out of the last 35 cases, there are 
six 2-para, five 3-para, and the remaining 24 cases had an average 
parity of 8.5. The patients all had some albuminuria. During 
the same time there were six primigravide, and five lad albuminuria, 
in which the urine boiled solid. Evidently the condition is 
something promoted by repeated child-bearing and associated with 
nephritis. I believe in the multipare the cause is a chronic 
interstitial nephritis. I would like to quote Osler on this subject. 
He says: ‘‘ Perhaps a majority of the cases are latent, and are 
not recognized until the occurrence of one of the serious or fatal 
complications. The primary form is chronic from the outset, and 
is a slow, creeping degeneration of the kidney substance, Micro- 
scopically, there is seen a marked increase in the connective-tissue, 
and degeneration and atrophy of the secreting structures. Even 
an advanced grade of contracted kidney may be compatible with 
great mental and bodily activity.’ This is just what may be 
expected from the repeated strain of pregnancy. In the primi- 
parous cases it is quite consistent to assume that there was a pre- 
existing chronic nephritis arising from previous disease. The 
kidneys of the primipara from whose uterus I have shown a 
micro-photograph, showed definite chronic nephritis with numerous 
cysts all through their substance. The occurrence of pregnancy 
throws a culminating strain on the kidneys, and results in a 
subacute exacerbation of the nephritis, as exhibited in some cases. 
The degeneration of the uterus is in the connective-tissue between 
the muscle. fibres, and is exactly comparable with the degeneration 
in other parts of the body in chronic nephritis, such as occur in the 
brain. This results in a slow but persistent extravasation of blood 
into the connective-tissue and a concomitant oozing of blood into 
the uterine cavity. The degeneration occurs all over the uterus, 
under the peritoneum, in the decidua, both at and outside the 
placental site. The progressive destruction of the placental site 
results in the slow death of the foetus, and this probably always 
precedes the occurrence of symptoms by several days. The 
multiparze are more definitely chronic, and show a lesser degree of 
albuminuria and other symptoms of acute nephritis than the 
primipare, but the latter have the same uterine changes. The 
ordinary toxemia developed as a result of and during pregnancy, 
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culminating in eclampsia, produces symptoms of a more acute type 
of nephritis, and the pre-existence of a chronic nephritis accounts 
for those cases with little or no cedema, moderate albumin, and so 
often associated with accidental hamorrhage. Accidental haemor- 
rhage developing in a 2- or 3-para is often the result of chronic 
nephritis persisting after a toxemia in the first pregnancy. 1 can 
lay my hand on three cases with a history of eclampsia in a first 
pregnancy and accidental hemorrhage in the second or third 
pregnancy. | have recorded a case (‘ K.G.’’) with eclampsia 
combined with accidental hemorrhage in the second, third and 
fourth pregnancies, and accidental hzemorrhage in the fifth, each 
time occurring progressively earlier. Severe toxzemia without 
eclampsia, such as calls for termination of a pregnancy, I believe, 
is an even more potent cause of subsequent accidental haemorrhage. 
These are the cases that develop accidental hemorrhage in the 
second and third pregnancies, and are impossible to carry on to a 
period of pregnancy when the foetus is viable and still alive. | 
believe the fulminating cases of eclampsia are those occurring in 
patients the subject of a pre-existing chronic nephritis, and such 
cases may miss eclampsia and die of toxzemia or develop accidental 
haemorrhage i in their first pregnancies. 

Symptoms. The commonest symptom that brings a patient 
under notice is a sudden gush of external bleeding. If the dis- 
charge is looked at it will invariably be found to be a dark brown- 
red and completely free from friable clots, occasionally there may 
be small black shreddy clots. The urine will nearly always be 
found to be albuminous, the secretion of urine is usually diminished 
and the urine is often foggy. The patient may be in profound 
collapse or may be physically strong, or in any grade between these 
two conditions. A general debility and lassitude is very common. 
She will invariably look pale with a dusky pallor, or muddy com- 
plexion. There is seldom much oedema, frequently none. The 
pulse-rate is either about 90 or over 120, the latter associated with 
the marked degree of collapse. The uterus usually feels normal 
on palpation but may be tense or tense and extremely sensitive ; 
these characters do not always follow the degree of collapse. In 
the majority of the cases with a uterus normal on palpation there is 
definite evidence of the onset of labour. In the tense and painful 
uterus this is difficult to estimate but subsequent events prove labour 
to have started. The foetal heart cannot be heard. In a small 
number of cases the uterus is tense and/or. painful, and the patient 
presents the above appearance but is in fair physical vigour, and 
there is no external bleeding or what is present is taken as ‘‘show”’ — 
and the patient considers herself in labour. This state may be 
followed by profound collapse before the termination of delivery. 
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A smaller number of cases present the toxemic appearance and 
lassitude, the uterus feels normal, there is no foetal heart. The 
case appears to be one of toxemia with no suggestion of accidental 
hemorrhage, or there may be profound collapse suggesting an 
internal hemorrhage. Labour is not present. The patient may 
die rapidly, or while being treated for toxemia suddenly exhibit 
external hemorrhage or profound and fatal collapse. 

There is one characteristic I want especially to bring out. When 
there is external bleeding, the blood is always dark, as distinct from 
red, and it never coagulates. It is not whole blood but the hemor- 
rhagic serum expressed from coagulated blood, the coagula being 
retained in the uterus, or even in the uterine wall. 

I now want to explain these symptoms. The condition of the 
uterus is that described above, hematoma through the muscle. 
There is extravasated blood in the uterus divided into serum and 
clot. The general symptoms are those of the chronic nephritis and 
consequent toxzemia. The muscle fibres of the uterus are not 
affected and are quite healthy. There is no rapid bleeding at any 
time. As a result of the relatively foreign body collected in the 
uterus the majority of cases result in an induction of labour. If the 
apoplectic condition of the uterus is relatively mild, labour sets in, 
the serum is expressed and the uterus, although in most cases taking 
on a somewhat increased degree of tension, above that of normal 
labour, does not present a degree of tension to call for notice. 
Labour terminates without undue alarm. When the hemato- 
matous condition is more marked, the onset of labour results in an 
abnormal spasm of the uterine muscle which presents noticeable 
increase of tension between the contractions and in some cases 
produces continuous pain with marked tenderness on palpation. 
In those cases with subperitoneal extravasations this may cause 
pain independent of the uterine action. Some cases go on to an 
extreme degree of apoplexy of the uterus without coming into 
labour or responding to the stimulation of the contained blood 
clot, and may collapse from extravasation and loss of blood without 
the uterus responding. 

The occurrence of collapse is dependent upon the depletion of 
the vascular system. The loss of blood is progressive over many 
days before any suggestion of the condition. As blood is lost the 
vaso-constrictor system is compensating for the depletion. The loss 
of blood may pass the capability of the vascular system to com- 
pensate and then fainting of the system occurs with a rapid loss of 
such compensation as had previously occurred. The patient rapidly 
passes from a condition of relatively good strength into one on the 
verge of death. In the majority of cases compensation is main- 
tained until the uterus responds to the stimulation and comes into 
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labour, again in the majority it is retained until delivery is com- 
pleted, but in some cases, a not small number, the strain of labour — 
precipitates the collapse of the vaso-motor system and the patient 
appears with external bleeding brought about by the activity of the 
uterus and at the same time in collapse. att ete i 

The essential fact to be observed trom the above is that the 
bleeding is never sudden or rapid, it has been going on slowly for, 
many days. The collapse, when present, is not due to a sudden 
onset or increase of bleeding. 

One other symptom needs explanation. The uterus is ,reputsed 
suddenly to increase in size, This apparent increase is not real 
but due to the increased and maintained projection forward of the 
fundus as the result of increased tension of the muscle. It is 
exactly similar to that which is always seen at the beginning of a 
labour pain. In the normal uterus the muscle becomes flaccid 
between the pains bat in accidental hemorrhage a degree of spasm 
is persistent. 

Treaiment. During the past six vears I have based my treat- 
ment on the above views, more especially during the last four years. 
| have given my results earlier in this paper. fog 

If the foetus is alive the patient is treated on purely palliative 
lines and watched. If albumin ts present she is watched with a little 
more care. The occasional cases of persistent fresh bleeding may 
call for induction of labour after several days. The other cases 
clear up or end in uneventful delivery. Those patients showing 
toxzemic symptoms and in labour are allowed to complete delivery 
as a rule without interference, but if the uterus is tense or painful 
the membranes are punctured, the patient is kept warm with hot 
bottles and given water to drink freely. A patient showing debility 
or collapse is put to bed as rapidly as possible, given numerous hot 
bottles, interfered with as little as possible ; if labour has started the 
membranes may be punctured at once and are usually punctured 
after a short rest. Fluid is given by mouth; occasionally an intra- 
venous saline of 10 to 20 ounces containing bi-carbonate of soda is 
given at the end of one or two hours. I think it is important not to 
do this in too great a hurry as the forced tension may delay spon- 
taneous recovery of the vaso-constrictors. In profound collapse 
intravenous infusion is given at once; such a patient must be kept 
alive. Pituitrin in } or 1 cc. dose is given in a very bad case but has 
little immediate effect, it is best given after some evidence of 
recovery of the circulation. If the patient is in profound collapse 
and without evidence of labour the membranes are punctured and 
restoration aimed at. The puncture of the membranes results in 
the onset of labour and the termination of the pregnancy when the 
condition of the patient is restored. If the condition of the patient 
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is less severe and, after restoration, labour is found not to be started, 
it should be induced ; usually this can be done by mere puncture of 
the membranes, and the cervix is almost always dilated enough to 
allow this. The cervix usually admits two fingers, the only excep- 
tions occurring in primigravide. The patient, no matter how she 
impfoves or what her condition was at the onset, is not allowed to 
continue her pregnancy if the foetus is dead. Labour is induced, 
when she is well restored, by a slow process or by rupture of the 
membranes and sometimes by the bringing down of a leg. There is 
no excuse for any form of extraction since the foetus is always small 
and the patient generally a multipara. I have never seen the least 
indication of post-partum hemorrhage even in profound cases, but 
the uterus is always carefully controlled and stimulated by massage. 
Ergotine and pituitrin are often given immediately after delivery 
to anticipate possible post-partum hzemorrhage. The placenta is 
tisually followed by masses of old hard black clot which may be 
taken for active post-partum hzemorrhage, but the character of the 
clots should make the distinction quite evident. 

* Post-partum hemorrhage has been looked upon as a serious 
danger in these cases. Bride refers to it. I have looked up the 
cases reported from Manchester with which he deals. There are six 
deaths, and these are the notes : “1. Membranes punctured binder, 
spontaneous post- partum hemorrhage ; hysterectomy ; on fifth day 
general peritonitis. 2. Version and deliver rv; post-partum hzemor- 
rhage. 3. Moribund, post-partum h:emorrhage ; died undelivered (si-). 
4. Rapid version; ape hemorrhage. 5. Version; post- 
partum hemorrhage. - Version ; post-partum hemorrhage, too 
collapsed for hy neo Every case except one had been sub- 
jected to operative interference, while I think in most cases such 
interference may be classed as accouchement force. There are no 
post- -mortem notes. I believe rupture of the cervix would have been 
found as the source of bleeding in many. 

The fact that the uterus is “ rotten *’ and therefore incapable of 
contracting, is also given as a reason for fearing post-partum 
hemorrhage, that this is not a fact has been demonstrated by Smyly 
who performed Czesarean section on two cases and found the uterus 
acted perfectly, although nresentirg the characters described as 

‘rotten.’’ Jellett had one recovery and one death after Caesarean 
section, the uterus not contracting properly, but the patient was 
moribund, and no muscle in such a patient can be expected to 
contract. T, consider it is also past the capability to bleed. 

Plugging the vagina. This treatment was instituted in the 
Rotunda, and is erroneously described as the routine in all cases 
It was largely practised. 16 times in 51 cases, with two deaths 
I personally never could accept Tweedy’s theory, that it controlled 
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bleeding by compressing the uterine arteries,—that does not influence 
the ovarian supply. It appeared to give results, and at any rate 
was relatively harmless when carried out as taught in the Rotunda, 
although it admittedly increased the collapse in some cases. 
I believe the apparent results were due to its being applied to 
control a condition of bleeding that does not ever exist. 
The bleeding is a slow percolation, as I have explained. I have 
never adopted, and now have completely given up, plugging. 

Cesarean section. This is the last treatment I wish to refer to. 
It is being advocated in the present day by high authorities, and 
I consider on totally wrong lines, for a rapid and persistent 
bleeding that must be stopped. A patient in profound collapse is 
not in a condition to stand a laparotomy, while the inevitable 
disturbance in the preparation for operation postpones recovery, 
if it does not increase the collapse. Results from Czsarean 
hysterectomy are worse than those from any other treatment, even 
accouchement forcé by version or forceps. The operation is defended 
because of the condition of the uterus found at the time, and it 
is stated that those patients who recovered were saved, and would 
have died otherwise. My answer to this is my results in a series of 
64 consecutive cases, with three deaths. One death was after 
hysterectomy. I did not see the patient, and I do not say she 
would have lived without operation, but she could only have died. 
I quite admit that the cases operated upon were all serious, and 
the more patients operated on the better the statistics will be, but 
every case operated upon is taken from those treated by palliative 
measures, and those given in the statistics from Manchester, 
compiled by Bride, show four deaths out of 198 cases with no 
treatment, or only rupture of the membranes or plugging the 
vagina. The present claims for Czesarean section in accidental 
hzmorrhage are, I consider, comparable with the claims for that 
operation, and other modes of rapid delivery, which were advocated 
for 20 vears in the treatment of eclampsia, in spite of a mortalitv 
of over 30 per cent., and in opposition to the palliative treatment 
advocated by the Rotunda, the adoption of which treatment in the 
past five vears had reduced the mortality to under 15 per cent. in 
those institutions now following the conservative treatment of 
eclampsia. 

In conclusion, IT wish to ask the profession seriously to consider 
the views T have propounded. The summary of these views is, 
that ante-partum accidental hzemorrhage is the culmination of a 
slowly developed condition of the uterus due to chronic nephritis. 
It is never at any time a rapid bleeding, and treatment should be 
confined to restoring the collapsed circulation, keeping the patient 
alive, and then terminating the pregnancy by the simplest method, 
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which is by the natural forces, and labour, if allowed to occur, will 
be completed spontaneously and rapidly in the vast majority of 
cases afte; recovery from the collapse. A patient who is incapable 


of recovering from the collapse is far less capable of standing 
an hysterectomy. 
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The Pelvic Floor and Parturition. 


By R. H. Paramore, M.D.(Lond.), F.R.C.S.(Eng.), 
Hon. Gynecologist, Hospital, St. Cross, Rugby. 


THE rectum and vagina, although they diverge at their terminations, 
both pass closely in contact within the embrace of the pubo-rectalis 
muscle to gain the outside of the body.!. To be discharged, both 
excretory and reproductive masses have to traverse the pelvic floor 
aperture. The faecal masses are expelled by the active peristalsis of 
the rectum, causing a corresponding dilatation of the pelvic floor 
aperture—an elongation of the fibres of the pubo-rectalis muscle 
and a diminution or obliteration of the perineal curvature of the 
gut both occur. Similarly, on parturition, the ovum, forced through 
the genital canal by the uterine contractions, leaves the abdomino- 
pelvic cavity by passing through the same aperture. By _ this 
transit, the aperture is enormously distended, and occasionally its 
margin somewhere or other considerably torn. 

A comparison of the anatomical relations of the alimentary and 
reproductive system with each othe; and with the pelvic floor shows 
that the machinery by which the acts of defzecation and parturition 
are effected, is in all respects similar. Such difference as exists is 
of degree, not of essence; it is a difference in the size of the mass 
to be extruded, and in the periodicity of extrusion : the method of 
extrusion is the same. For the performance of each the active 
participation of the respective viscus is essential. Defaecation 
cannot occur without peristalsis of the gut, nor natural delivery take 
place in the absence of uterine contractions—be the straining as 
great as it may. Further, when peristalsis is marked and uterine 
action vigorous, nothing can prevent defzecation, and nothing 
save uterine rupture—stay delivery (precipitate labour). The 
respective masses are propelled with considerable force, the obstacle 
which the pelvic floor (levatores ani muscles) presents being 
overcome willy-nilly. 

Moreover, each viscus is able to effect expulsion of its contents 
unaided. In paraplegia, defecation necessarily occurs. As the 
rectum becomes distended, its walls stretched and its mucous 
membrane stimulated, contraction of its musculature and defzcation 
result. The same happens in pregnancy under similar pathological 
conditions. When that cause which determines labour begins to 
operate, the contractions of the uterine musculature increase, and 
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the mechanism which terminates in birth is set in motion, In 
many such cases ‘‘ labour is easy and comparatively painless.’’? 
Routh’s experience was similar.* In paraplegia the pelvic floor 
muscles, presumably, are paralyzed. 

The close similarity of these two acts suggests that the réle of 
the pelvic floor in each is similar, any difference being simply one 
of degree. It has been stated that the levator ani muscles play an 
active part in defzecation : that by their contraction they raise the 
anal canal, peeling this upwards from off the feecal column. If, 
however, such “ peeling ’’ occur, it is the longitudinal muscle of the 
gut which effects it. It is certain the anus cannot be raised 
against the thrust-down viscera, before which the levators them- 
selves, although contracted, have been forced to recede. The anus 
becomes and remains fixed, and the tissues around its orifice form 
a firm platform from which the longitudinal muscle of the gut can 
act, and pull the gut, and with it its contents, downwards. The 
fzecal mass, aided by the straining, forces open the anal canal and 
anus, and thus expulsion occurs. When peristalsis is good 
(normal) but a slight effort is sufficient to accomplish the act. 
But in difficult cases, when the fecal mass is hard, peristaltic action 
not good, and straining abortive, a little pressure applied to the 
post-anal region is, as we know, frequently effective. 

Similarly, during parturition it has been thought that the 
levators aid expulsion of the child bv drawing the perineum 
upwards and backwards over the brow, face and chin; and, 
apparently, for this reason, that when the greatest diameter of the 
ovoid head has passed the vulva the soft parts of the perineum 
slip upwards and awav. But since the main bulk of the fibres of 
the pubo-rectalis pass from the pubes backwards to behind the anal 
canal, it is easy to see that this supposition has no anatomical 
basis. At this stage activitv of the muscle can only draw, or tend 
to draw, this post-rectal part towards the pubic arch; and can only 
be effective in aiding expulsion of the head when the ecreatest 
diameter has already nassed the boundary of the pelvic floor 
anerture. But at this stage, from its circumferential position, being 
closely applied to an equator of the head, the force it can bring 
to bear in assisting a continued onward movement. compared with 
the pressure exerted from above hv the contracting uterus and 
abdominal wall muscles, is negligible or nil. The result of its 
contraction, in the main, will be to force still more firmly the 
nassing head against the unvieldine bony boundary in front, from 
which the arms of origin of the muscle arise, and which from its 
nosition it can very effectually do. 

Two results may accrue from this. By clamning the head 
against the pelvic arch advance, if anvthine, tends to he checked ; 
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and, more important, the muscle arms of origin of the pubo-rectalis 
themselves tend to be severed from the bone—and frequently are. 
This happens, as a rule, more on one side than the other—and 
usuaily on the left, for the simple reason that the occiput generally 
comes down in the left anterior position. As regards assisting 
expulsion of the head, it is clear that the activity of the pubo-rectalis 
can scarcely excel the resiliency of the other soft parts which the 
head is now about to pass, but which at this period tend, and very 
greatly, to check advance. 

At this stage two manceuvres become possible for assisting 
delivery of the head. Just as when defzecation is difficult pressure 
behind the anus assists in dislodging the faecal mass and helping 
it to overcome the resistance caused by the pelvic floor; so in the 
parturient state, when the head is bulging the vulva, pressure 
behind the anus may considerably assist delivery. At the same 
time that this pressure is applied two fingers should be placed 
between the advancing pole of the head (the occiput) and the pubic 
arch, and traction exerted backwards. This will result in a 
limitation, or even a diminution, of extension and in the passage of 
a smaller sector of the foetal head through the pelvic floor aperture, 
so that the pubo-rectalis will be less stretched than it otherwise 
would be.4 By this means birth wili be all the easier. If, at this 
stage, the superficial soft parts offer great resistance (as in many 
primigravide) their incision will be highly beneficial. The 
stretched and thinned tissues should be severed by scissors (one 
blade within the vulva and the other without) directed postero- 
laterally towards the right ischial tuberosity (the patient being in 
the left lateral position). This will not only allow an easier 
delivery, but prevent a perineal tear extending into the rectum. 
After the birth the cord is tied and cut, and the incision in the 
maternal superficial soft parts sewn up before delivery of the 
placenta. At this period the anzsthetic has been stopped, but the 
patient is still unconscious and does not feel the pricks of the 
needle. Moreover, the wound is not flooded with blood, as tends 
to be the case if the placenta is removed first. And with the time 
spent in sewing up this wound, which must be done so as to get 
fairly accurate apposition, one frequently finds the placenta has 
separated so that it comes away easilv. To facilitate its escape the 
most anterior stitches in the episiotomy wound need not be tied 
until after its delivery. 

When the forceps are used the making of an episiotomy wound 
(in primigravidze) is all the more urgent, since the greater 
distension of the vulvar aperture and the more rapid delivery 
frequently result in perineal tears which can easily extend into 
the rectum. The scissors go just behind and parallel to the upper 
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(right) blade directed, as before, postero-laterally towards the upper 
(right) ischial tuberosity. Owing to the marked stretching of the 
labia majora and adjacent tissues quite a deep incision can be 
made without reaching the levator. Sometimes it may be necessary 
to incise on both sides. In my experience the wounds cause no 
trouble; they heal usually by first intention and much better than 
the median naturally formed perineal tear, and the rectum is avoided. 
It is true that even when we fear 1 perineal laceration it sometimes 
does not happen. That affects not the issue. In ordinary non- 
instrumental birth the intact perineum, as I have shown,‘ by 
causing an undue extension of the head, determines a greater 
distension of the pelvic floor aperture—since a greater sector of 
the head is caused to pass it so that a greater injury of the pubo- 
rectalis is more likely. This episiotomy wound is made, not simply 
to avoid a perineal tear or even a tear into the rectum, but especially 
to safeguard the pubo-rectalis, 

But the irjury of the pubo-rectalis does not depend simply on 
the degree of distension of the pelvic floor aperture—greater, for 
instance, with persistent occipito-posterior positions than when the 
occiput is anterior- -or on the degree of extension produced by the 
play of intact superficial tissues. It depends largely on its own 
contraction, which is especially increased by the straining. 
Obviously, the degree with which the pubo-rectalis tends to prevent 
birth of the head, and the tendency to its own laceration, must 
vary with the state of its contraction during the birth. If the 
muscle is soft and flaccid (as during deep anzesthesia) the head 
is not pressed with as much force against the pubic arch as it 
otherwise would be, and the cutting effect of the head, not only 
on the vaginal tissues in this region, but on the subjacent muscle 
fibres of the nubo-rectalis is less evident, or is absent. What, 
then. is the state of the pubo-rectalis during natural parturition 
i.e., Without anesthesia? Is the muscle relaxed, or does it remain 
contracted ? The answer is that it is (tonicallv) contracted and that 
with straining it becomes more contracted. 

Many considerations show that the functional activity of the 
levator muscles during parturition is not in abevance. Before and 
during engagement of the pelvic floor aperture, and during the 
earlier part of the dilatation of this aperture, the muscle clearly is 
in play. This is readily shown by palpation. Between the pains 
the muscle can be felt to harden on coughing; and as the head 
descends during a pain. in spite of its distendine the aperture 
and causing an elongation of the muscle fibres forming the postero- 
lateral boundaries of that aperture, simultaneous hardening of the 
muscle fibres, similar in everv respect to that felt before, can easily 
be perceived. It is in virtue of this increased contraction occurring 
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simultaneously with descent that the muscle offers an obstruction 
to delivery, as shown by the recession of the head with the cessation 
of a pain, even before the perineal tissues have begun to be much 
stretched. 

At first, from its position in front of the advancing head, its 
contraction actively prevents advance, and it continues to do so 
even when its initial descent has occurred. But as the caput forms 
and insinuates itself into the pelvic floor aperture the muscle 
boundary begins to be thrust aside into a disadvantageous position ; 
the pubo-rectalis is not only displaced downwards, but its displace. 
ment at the sides and behind has begun. The difficulty of advance 
is proportionate to the difficulty with which the advancing pole of 
the head enters the aperture; for entry into the aperture can alone 
occur with the lateral displacement of the muscle arms. But when 
this has happened the muscle, from its position and though still 
contracting, can oppose advance but little. When a more or less 
conical part of the head, as the occiput, is directed against the 
aperture, and the head is not unduly large, entry can begin; but 
when the occiput is posterior a more obtuse part of the head is 
directed towards the aperture, and entry is more difficult. In 
persistent occipito-posterior positions entry can occur only as the 
result of considerable moulding and the formation of a marked 
caput succedaneum. The hardness of the head, that is, the ease or 
otherwise with which moulding can occur, naturally affects the 
issue. 

Similarly the difficulty of entry is proportionate to the strength 
with which the muscles do contract. This depends essentially on 
their developmental state and on other factors. Examination of the 
foetal head immediately after birth shows that a well-marked groove 
usually exists between the caput and the surrounding parts. This 
groove marks the position where the inner limits of the pelvic 
floor aperture existed, and demonstrates not only the force with 
which the musculature had been contracting, but how it has delayed 
advance of the head. It also shows that the pressure within the 
tissues of the ‘Scanut'’ only becomes of sufficient intensity to act 
as a dilating force after a considerable interval. Thus the rational 
use of the forceps is indicated. The forceps is used to assist or 
cause the head to overcome the resistance offered by the contracting 
pelvic floor; it is not a question of overcoming obstruction caused 
by bony constriction, e.g., of the outlet, absent in the cases we are 
considering. In normal’? multiparae, in whom the pelvic floor 
aperture has already become permanently enlarged (especially 
transversely), entry of the foctal head is more easy, the pubo-rectalis 
is less able to oppose either this or a further foetal advance, and 
the superficial soft parts having already been either torn or 
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stretched or both, birth is often a relatively easy affair and much 
shorter than in most primigravidee. in such cases a caput is less 
conspicuous or even is absent, and the necessity of use of the 
forceps much less in evidence. 

But in primigravide the conditions are different, and it is in 
these in which the important birth injury usually occurs and is 
often conspicuous in its alter results. Cleaiiy, in ail cases the 
potentiality of the levators depends upon their functional state, 
which with pregnancy has increased, so that they have become 
hypertrophied. The degree of hypertrophy, though determined by 
the increment in the visceral (at least the intra-pelvic) pressure, has 
been influenced by the general muscular development of the 
individual, and is best seen in the robust and in primigravide. 
Other factors influence their behaviour, and especially the response 
of the patient to the parturient necessity. There is, for instance, 
the degree and time of straining. On the other hand, there is the 
attitude of the patient, whether she wills to get the babe born, 
or whether she strives, however unconsciously, to prevent it. 

Straining is usual and commonly helpful during the second 
stage of labour, especially in multiparous women, for the reasons 
assigned. But just as a rise of the intra-uterine pressure due to 
the uterine contractions in cases of premature rupture of the 
membranes with the cervix undilated, is of little avail, and is only 
effective in dilating the cervix when some foctal part (e.g., a caput) 
can insinuate itself into the cervix and so act as a dilating force, 
so in the second stage of labour, when the pelvic floor aperture 
is small and undilated and its muscular boundary strong (as in 
primigravidz), straining (a rise of pressure in the abdomino-pelvic 
cavity) can only cause (an effective) dilatation of the aperture if. 
some foetal part can enter the aperture, and in virtue of the straining 
cause a dilatation of it. When this can happen straining is 
helpful, for even though by the straining the muscular response of 
the levator muscles is increased, by the dilatation the muscle 
boundaries of the aperture are thrust to the sides into disadvan- 
tageous positions, so that however much the muscles contract they 
cannot fully oppose the occipital advance. The inability of the 
advancing ‘part of the foetal head in persistent occipito-posterior 
positions to enter the aperture explains the prolonged duration of 
the second stage of labour in these cases, in spite of the great 
and frequently repeated strainings of the patient. 

Even when the occiput is anterior straining at times appears 
abortive in determining advance. Two states arise for considera- 
tion. In the oae the abdominal wall has suffered from the stretching 
of this or of previous pregnancies; in such cases the pelvic floor, 
if in good condition, will present as a very serious antagonist. 
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Such a picture is seen best in multiparz, in whom the pregnant 
uterus has bulged torwards between the recti, forming a ventral 
hernia (pendulous abdomen), in which case straining will be worse 
than useless. In the other type of case the abdominal wall has 
not unduly suffered, and often the patient is a primigravida. But 
she is apprehensive of pain, and this prevents her causing that 
descent of the pelvic floor which normaliy occurs with straining. 
Instead of ‘‘ bearing-down’”’ with each uterine contraction (ie., 
with each pain), she draws up the parts, maximally contracting the 
levators. This reaction is sometimes apparent even during 
anesthesia and with the forceps applied. Thus, in a somewhat 
nervous primigravida, the head and pelvis being normal and the 
head ‘‘on’’ the pelvic floor, the forceps was applied and chloroform 
administered. On pulling, one found that the head and forceps 
were drawn up into the pelvis; the thigh muscles contracted, and 
one could see the anal furrow become converted into a slit by the 
apposition of the. buttocks, the anus disappearing from view. The 
anzesthesia was light, but sufficient to lull or prevent any feeling of 
pain, but the woman unconsciously resisted delivery. But on 
deepening the anawsthesia this resistance passed away. A laxness 
of the levator muscles ensued, so that now, on pulling, the pelvic 
floor was depressed and birth easily accomplished. 

The point is of importance. 1 could easily have overcome the 
resistant levator muscles had | chosen to use force; but had | done 
so their serious injury—a laceration due to their being greatly 
stretched whilst greatly contracted—would have been certain, and 
after the lying-in, when the patient began to get about, she would 
have complained of bearing-down pains, and even have been 
afflicted with ‘‘ prolapse.’’ By preventing response of the levators 
during the delivery such accident was obviated, the patient subse- 
quently, and even four years afterwards, being in perfect health. 

Not only such experiences, but others, convince one that the 
contractility of the levators does not lessen as distension proceeds, 
or that at the climax of birth it is absent. All that occurs is that 
the muscles are thrust into more and more disadvantageous 
positions, and their muscle fibres coerced to become longer and 
longer. It might be thought that this would result in a 
paralysis of the muscle fibres; but examination immediately after 
delivery demonstrates that the muscles are still capable of 
contracting. In some cases they can be felt plainly, even whilst the 
patient is lying quietly, as though they were in a state of increased 
tone. On getting the patient to cough, which immediately after 
delivery is not easy to do, the tonic contraction of the muscles can 
be felt to be increased. Such examination shows that the muscles 
throughout the second stage have preserved their contractility ; 
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whilst their participation in the projection forward and the internal 
rotation of the head,> and in the moulding, demonstrates their 
persistent activity. 

Why does this musculature continue or even increase its 
contraction during parturition? It may be urged that the necessity 
for the change in the direction of the. foetal head forwards towards 
the pubic arch and vulva is the reason, in support of which its 
hypertrophy may be adduced. But the extension of the head 
during birth is an accident, not a necessity ; delivery, as we have 
said, is more readily effected when extension is limited. Extension 
depends on the conformation of the parts; in lower animals in 
which the pelvic floor aperture extends from the pubes to the caudal 
spine (i.e., in carnivora), such extension does not occur,! and birth 
is so much the easier. The extension in man has been acquired 
because the pelvic floor itself has advanced towards the pubes. It 
is the result of the two forces in play : the one acting from above, 
the other from below. But such extension is continued, even 
to a greater degree, in the primigravidous woman by the state of 
the superficial parts, which up to now have preserved their virgin 
integrity. To suppose that the pelvic floor has hypertrophied to 
overcome these is absurd, for the more developed it be the greater 
the difficulty of delivery. 

The reason of this reaction is not far to seek. The pelvic floor— 
the levator muscles—contracts during parturition because the neuro. 
muscular mechanism of which it is a part, in virtue of its structure 
and physiological activity, has for unknown ages invariably 
responded by an increased contraction whenever the visceral 
pressure is increased ; that is, when an increased pressure is brought 
to bear on it. Thus it does so during cough and straining, heaving 
the weight, or when walking a mile. The reaction occurs not only 
during parturition, which is, after all, a somewhat rare event in 
the. lifetime of the individual, but at all other times according to 
the posture assumed and in relation to any movement momentarily 
in progress. During defecation the increased contraction of the 
musculature is determined not because of this act, but because of 
the call for an increased counter-pressure from below to oppose 
the viscera which, by the straining, are thrust down into the pelvis 
with an unusual force. During parturition the viscera are excluded 
from the pelvis by the relatively enormous size of the foetal head 
which almost blocks it, and no fear of extrusion can arise after the 
foetal head has once engaged the pelvic floor aperture. But before 
this has occurred the active participation of the musculature is 


1. The réle of the superficial soft parts (perineal tissues) in lower 
mammals comes up for consideration. 
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necessary to prevent extrusion of the bladder, and, indeed, to 
determine the bladder ascent into the abdomen. But it does not 
contract *‘ consciously ’’ for this. The bladder ascent is a happy 
‘‘accident’’; it occurs because of the descent of the head and 
because of the continued or even increased activity of the pelvic 
floor—an activity which is insistent. 

That the contraction of the pelvic floor irom the obstetric point 
of view is unnecessary during the latter part of parturition js 
obvious. But the contraction of the musculature is not only 
unnecessary, often it is hurtful, inciting to an increased straining, 
with the possibility of its considerable rupture. Thus, in precipi- 
tate labour a tear of the levator, sufficient to jeopardize subsequent 
good health, is likely ; it occurs because the straining is excessive, 
and becduse (in primigravida:) the superticial soft parts determine 
continued extension. | had such a case myself; only with the 
repair of the levator was the woman restored to a normal condition.! 
Similarly, not only paraplegic states in man, but also Comparative 
Anatomy and Obstetrics teach that the levator muscles are not 
necessary for defecation or parturition. Thus, in Ungulates? these 
acts occur, and do so relatively more easily than in carnivorous 
mammals and in man. In the former, detzcation occurs even 
during locomotion, but in the latter this is impossible during move- 
ment under ordinary conditions. In the latter a definite squatting 
posture has to be assumed, and often great straining. The truth 
is that both defecation and parturition in man are merely incidents 
to which the pelvic floor has to submit, and to which it can, within 
limits, readily submit without injury or great injury. The purpose 
of the musculature is not for any supposed function it may play 
during parturition; it exists alone for the maintenance of the 
visceral pressure, not indeed during the actual extrusion of the 
child, when the woman would do better without it, but at a time 
to come, when the pains of parturition shall have been forgotten, 
and the individual shall have resumed the calls of everyday life, in 
which the healthy participation of this musculature is of paramount 
importance. It is for this purpose that the musculature exists, and 
it is for this reason that its injury during child-birth may result, 
and so often does result, in an unfortunate sequela which may 
convert an enjoyable life into a more or less miserable existence. 

The moral, then, of our story is this: Avoid undue straining by 
the patient during delivery ; see that a conical rather than an obtuse 
part of the head presents at the aperture, and that the superficial 


1. A levator plastic, not a simple myorrhaphy. 
2. In many ungulates, muscles homologous with the levatores ani of 
man and of carnivora do not exist. 
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parts do not too much resist the birth. Prevent extension of the 
head all you can; limit the duration of the process within reason ; 
and always, if possible, give an aneesthetic.! The idea that woman 
is born to pain, that she was created to bear it, and that man, 
therefore, should not prevent it-—an idea that once obtained—is a 
fetish which, if not dead, should be killed. A gentle and easy 
delivery without pain, a delivery in which the levators are little or 
not at all contracted, is the ideal. It is ideal, not because woman, 
at the supreme act of her being is seen through this momentous 
time without pain, but because in this way to a very large extent 
she is rendered invulnerable to an important injury, so that 
subsequently she can minister to the needs of her house with the 
same strength and happiness as formerly. This not only means 
something for the house, it means something for the State, and it is 


a matter with which every obstetrician and every general practitioner 
should be thoroughly familiar. 
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1. Especially important, but not always possible, in precipitate labour, 
for at times, hurry as we may, we arrive too late. 


The Factors Involved in the Production of Intra-Cranial 
Birth Injuries. 


(A preliminary communication on the subject of the Causation of 
Foetal Death, from the Obstetrical and Gynaecological Unit of 
the Royal Free Hospital.) 


By Arrrepa H. Baker, M.B., B.Ch. (Q.U.B.). 
Riddell Research Fellow. 


THE conclusions which this paper suggests, on the subject of 
intracranial injuries during labour, are based, partly on a survey 
of the important published papers on the subject, and partly on 
the series of one hundred autopsies on dead-born and still-born 
foetuses of viable age, and on infants dying in the neonatal period, 
carried out in the Gynecological and Obstetrical Unit of the Royal 
Free Hospital. 

Attention seems first to have been directed to the subject of 
intracranial injury during the process of birth, because of its 
relation to subsequent disability and deformity. 

Little,t in a paper published in 1862, drew medical attention to 
the comparative frequency of intracranial birth-injuries, manifest- 
ing themselves by convulsions, cyanosis, etc., and with serious 
sequelz, such as spastic paraplegia and idiocy. 

Basing his opinion mainly on the post-mortem findings of 
Weber,! Hecker® and a few others, Little believed that asphyxia, 
rather than mechanical injury, was the explanation of the symp- 
toms; and that congestion, rather than hamorrhage, was the usual 
lesion present. 

Spencer,® however, in a paper written in 1892, first strongly 
advanced the opinion that mechanical injury was the important 
factor. By his work he also demonstrated the frequency of 
hemorrhages of all degrees in the organs of still-born children, and 
showed the great importance of intracranial hemorrhage in the 
causation of foetal death. He was the first to correlate, from 
experience gained in a large series of cases, post-mortem findings 
with clinical histories of obstetrical abnormalities. He found that 
cerebral haemorrhage was most frequent in forceps cases, and next 
most frequent in breech cases. Of 130 ‘‘ fresh ’’ foetuses examined 
post-mortem, fifteen were delivered by forceps, twelve of these had 
forceps applied to a living child to deliver it. All twelve showed 
the presence of cerebral hemorrhage. 
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Spencer suggests two causes for the frequency of hemorrhage 
in forceps delivery : (a) clamping of the great anastomotic vein by 
the lower anterior angle of the parietal bone, leading to hemorrhage 
round the Sylvian fissure, (b) clamping of the internal jugular vein 
by the forceps blade. 

In 1910, Beneke® published a very instructive paper in which 
appeared a classification of cerebra! birth hemorrhages according 
to position, with an explanation of the etiology of each type of 
hamorrhage. He first demonstrated the importance of hzmor- 
rhages in the posterior cranial fossa and their association with tears 
of the tentorium cerebelli, and he attempted to explain the inter- 
relationship of asphyxia, cerebral heemorrhage and tentorial tears. 

The following are his chief observations :— 

1. Three types of hemorrhage occur : 

(a) Intracerebral—which is infrequent, and due to gross 
injury. 

(b) Hemorrhage over the convexity of the hemisphere, 
subdural, and due to rupture of the small veins of the 
pia mater in the neighbourhood of the superior longi- 
tudinal sinus, 

(c) Hemorrhage in the neighbourhood of the tentorium 
cerebelli, ‘‘ spreading evenly over the surface of the 
occipital lobe, even reaching the temporal pole. 
Further spread may carry it upwards in the median 
fissure, or over the convexity of the hemisphere. 
Often it also spreads to the upper surface of the 
cerebellum.”’ 

2. Tentorial tears were of surprising frequency, considering 
the paucity of material available for dissection. 

3. The fibres of the tentorium represent a continuation of the 
radiating fibres of the falx. 

Lateral pressure on the skull stretches upwards the fibres 
of the falx, and by so doing, strains its connexion with the 
tentorium. This leads to a more or less extensive tearing 
of the tentorial fibres, and at the same time to obstruction 
to the blood flow in the straight sinus, and to congestion 
of the great vein of Galen and its tributaries. 

4. Tentorial tears have no intrinsic significance: the gravity 
of the consequences depends upon the extent of the heemor- 
rhages. 

5. Asphyxia increases the severity of the hamorrhage. 

6. ‘‘ The grossest tears were found ,... after a difficult labour ; 
but tears were also found after quite normal birth, after 
easy and rapid deliveries, and once in a four months’ 
foetus.’ 
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Seitz? made trozen sections in cases of suspected intracranial 
hemorrhage, to determine the exact site of the blood. His paper, 
published in 1912, contirms Beneke’s findings. He describes 
hemorrhage in three situations, viz., over the convexity of one or 
both hemispheres, under the tentorium, and in the lateral or fourth 
ventricles—due to the rupture of the veins of the choroid plexus. 

Green’ in 1914, suggested that hemorrhagic diathesis might 
explain a certain number of cases of intracranial hemorrhage. 
Various American writers, notably Warwick,® have since adopted 
this explanation for many cases of intracranial hemorrhage in the 
newborn. 

Sharpe,!° who has made a special study of this subject, concludes 
that hemorrhagic diathesis has not much to do with the etiology 
of neonatal intracranial hemorrhage. 

The most recent work on the subject of the causation of foetal 
death, done by Eardley Holland, F. J. Browne, J. N, Cruick- 
shank and Norman Capon under the Medical Research Council in 
Great Britain, stresses the great frequency of intracranial hamor- 
rhage in still-born foetuses. 

Holland,!? in his report on the ‘‘ Causation of Foetal Death,” 
takes tears of the tentorium as the chief sign post-mortem of cranial 
stress in a still-born foetus. Ina series of 167 ‘‘ fresh ’’ foetuses he 
found tears of the tentorium cerebelli in 81, giving an incidence of 
48 per cent. Cerebral haemorrhage, to a greater or lesser extent, 
was present in g1 of the foetuses, an incidence of 54.5 per cent. 


The primary factors responsible for tentorial tears shown are :— 


(a) Breech delivery (37 cases). 
(b) Forceps application (25 cases). 

(c) Rapidity of the second stage of labour. 

(d) Prolongation of the second stage of labour. 
(e) Contracted pelvis. 

(/) Prematurity of foetus. 


The explanation given by Holland of the mechanism of tentorial 
tearing differs from that of Beneke. Holland shows that it is 
antero-posterior stress on the head which is likely to stretch the falx 
upwards and lead to tearing of the vertical fibres of the tentorium, 
fixed below by their attachment to the base of the skull. ‘‘Decrease 
in antero-posterior measurements is brought about by pressure 
applied at the opposite ends of the diameters lying between the 
occiput and forehead, i.e., suboccipito-bregmatic, suboccipito-frontal 
and occipito-frontal ; such pressure occurs during labour in a vertex 


presentation, and is correspondingly increased when the pelvis is 
contracted.”’ 
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Holland shows, by an analysis of the reasons for forceps appli- 
cation in the 25 cases of his series, that in nearly one-half of the 
cases there was no apparent reason for using ‘* force sufficient to 
rupture the tentorium cerebelli.”’ 

Cerebral hemorrhages were found in 75 (i.¢., all except six) of 
the cases of tentorial tearing and in 17 other cases. These heemor- 
thages Holland describes as having two great sources, viz. :— 


(1) Cranial stress, as shown by the tears of the tentorium. 
(2) Acute anierosis, the former being of very much greater 
importance. 


The site of the hemorrhage suggests that it is primarily due to 
rupture of, or obstruction to, the vein of Gaien at its junction with 
the straight sinus, with consequent congestion and hamorrhage 
along the course of its tributaries from the cerebellum, mid-brain 
and pons, and in the course of the two basal veins. 

EF. J. Brown": 4 in two reports, covering altogether 400 consecu- 
tive post mortem examinations of still-birth and neo-natal death, 
describes g1 cases of cerebral hemorrhage. 

In the last 294 cases of his series, a careful examination of the 
dural septa was made—71 showed various degrees of tentorial 
tearing—an incidence of 24 per cent, 

Forty-one of the 71 cases showed no evidence of cerebral hzemor- 
rhage. Tears of the tentorium were found in about one-third of 
all the cases of heemorrhage examined for them. 

Browne concludes :— 


(1) That complete tears of the tentorium are more frequently 
found apart from cerebral hemorrhage than with it. 

(2) That cerebral haemorrhage is about three times as frequent 
apart from injury to the dural septa as with it. 


Prematurity was a very marked feature in Browne's series : 50 of 
his 91 cases showing intracranial hemorrhage were premature. 

The proportion of breech cases in the series is again high : 
58 cases were delivered as vertex, and 31 as breech. 

Holland’s figures were 37 breech and 44 vertex deliveries in his 
81 cases of tentorial tears —all except six of which showed cerebral 
hemorrhage. 

Browne considers forceps to be an important factor in the pro- 
duction of hamorrhage and of tentorial tears. Of the 58 cases of 
intracranial hemorrhage delivered as vertex presentation, 25 had 
forceps applied, 15 being classified as ‘* difficult forceps.”’  “ Tears 
of the tentorium in vertex cases were almost confined to cases of 
difficult forceps delivery.” 

In every case of breech delivery at term in the first series, and 


228 Journal of Obstetrics and Gynecology 


in all but four cases in the second series, some degree of tentorial 
tears was found. 


Individual cases of severe intracranial injury showing tears and 
hemorrhages are reported from time to time. In these the labour 
has been spontaneous and is described as ‘‘ quick and easy.’’ In 
others forceps have been applied without any difficulty, and no 
evidence of the use of undue force has been obtainable. A case is 
reported in the Journal of Obstetrics and Gynecology, Autumn, 
1925, by A. S. McSwiney.!’ In this case, after a normal sponta- 
neous labour, lasting six hours and twenty minutes, a child was 
born which dev eloped twitchings of its left hand and flexor spasms 
a; the body soon after, birth and died in fourteen hours. At the 
autopsy extensive intracranial hemorrhage was found over both 
lobes, and there was a three-quarters ofan inch tear in the tentorium. 


N. B. Capon’ examined 28 cases of neonatal death and 52 cases 
of still-birth. Ele found 30 cases of intracranial hemorrhage 
altogether among the 80 cases and 38 cases of lacerations of the 
dura mater—27 occurring in conjunction with hemorrhage. 

Cerebral congestion Capon believes to be a very frequent effect 
of birth trauma, and one of the most frequent causes of still-birth 
and of neonatal death. In 27 cases out of the total 80 cases 
examined (10 neonatal deaths and 17 still-births) the cause of death 
is ascribed to intracranial trauma with no evidence of intracranial 
hemorrhage. Eleven of the cases showed tentorial tears. With 
efficient treatment to overcome the early effects of congestion, 
Capon believes that the children would develop normally and show 
no serious sequele. 

The cases of intracranial hemorrhage usually showed signs of 
general tissue asphyxia. It is not stated whether the typical intra- 
thoracic hamorrhages were present or not. The haemorrhage was 
frequently in) the neighbourhood of the tentorium  cerebelli. 
Twenty-seven cases showed dural lacerations. In a few cases the 
hemorrhage scemed to have arisen from torn veins remote from 
the dural tears. The association of injury to the dura and cerebral 
hemorrhage is evident. Prematurity was not a marked feature in 
this series. Forceps delivery occurred in 11 cases of 30 cases of 
intracranial hamorrhage,and 12 were breech deliveries. 

Cruickshank!® found intracranial injury in 20 per cent. of 400 
foetuses examined. His observations suggested that asphyxial 
congestion, and pressure by the maternal passages, were more 
important than abnormalities of presentation or operative inter- 
ference in the etiology of hamorrhages in general, including intra- 
cranial hemorrhage. Breech deliveries, however, occurred in 50 per 
cent, of the cases of meningeal haemorrhage. 


' 


Intra-Cranial Birth Injuries 


CASES OF INTRACRANIAL HasMORRHAGE OCCURRING IN 100 
AUTOPSIES. 


At the end of this article will be found a summary in tabular 
form of the important clinical particulars and post-mortem findings 
in the cases of intracranial hemorrhage, océurring in the present 
series of 100 cases. 

The cases of still-birth and neonatal death occurred in the 
practices of the Obstetrical Unit of the Royal Free Hospital, and 
of the Mothers’ Hospital, Clapton. They are consecutive cases, in 
no way selected, except that all non-viable foetuses were excluded. 
Forty-eight were full-term, nine post-mature, and 42 were premature 
foetuses. There were 84 cases of still-birth and dead-birth, and 16 
cases of neonatal death. 

Out of the 100 cases I found 24 cases of cerebral hemorrhage 
among foetuses dying after the onset of labour, Two died after 
birth and the remaining 2 died during labour. 

There were altogether 14 cases of tentorial tearing, all of which 
showed more or less extensive intracranial hemorrhage. 

In the table I have given side by side the evidence of asphyxia 
and of cranial stress found in each case. It is possible in this way 
to arrive at some idea of the relative importance of these two factors 
in the etiology of the hemorrhage. 

The signs of asphyxia, or more properly of ‘‘ acute anzrosis ”’ 
tabulated, are (a) the external signs, viz., injection of the conjunc- 
tiva, blackness of the lips and finger nails, and a general cyanosis 
of the body, and (b) subpleural and subpericardial hzemorrhages. 

Under cranial stress | have noted in each case the presence or 
absence, and the degree, of intracranial hzemorrhage, of tentorial 
tearing, and of cerebral congestion. The cerebral congestion has 
probably a twofold origin, being due partly to external pressure on 
the large veins and sinuses, and partly to anzerosis. It is probably 
one of the most important factors in the production of the fatal 
result in cases of intracranial injury from either cause. 

By a careful analysis of each case intracranial haemorrhage was 
attributed to the following factors :—- 


To cranial stress alone 13 cases, 
To cranial stress combined with asphywia ... 

To asphyxia alone 

Unknown 


24 cases, 
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Cases due to cranial stress—15 cases. 


11 showed tears of the tentorium. 
1 showed a stretching of the tentorium to breaking point and 
a hemorrhage in the right border, but no tear, and 
3 showed no tentorial tearing. 


An analysis of the cases with tears of the tentorium is given 
later. The following are the particulars of the remaining three 
cases :— 

No. 43. Spontaneous delivery; vertex presentation; sagittal 
suture in transverse diameter. Extensive subdural hzmorrhage 
above and below the tentorium. Foetus showed endocarditis with 
absolute stenosis of the pulmonary valve; also definite plastic peri- 
tonitis, 

No. 121. Spontaneous delivery, vertex presentation. Very 
rapid second stage; foetus slightly post-mature. Cerebral conges- 
tion well marked. Considerable subdural hemorrhage over both 
hemispheres and also betweeen the layers of the falx. No evidence 
of asphyxia. 

No. 128. Vertex presentation, high forceps; very difficult ex- 
traction with considerable force. The mother—a multipara, xiii— 
had bronchitis and emphysema and a very poor uterine muscle. 
Forceps had to be applied for disproportion. The foetus was about 
two weeks premature, but was very large, and_ still-born. At 
post-mortem it Showed marked subtentorial haemorrhage with con- 
gestion of the substance of the cerebellum, pons and medulla. The 
tentorium was neither torn nor strained. There were no signs of 
asphyxia. 


ANALYSIS OF THE TyPE OF DELIVERY IN 15 CASES OF CRANIAL 
STRESS. 

In four cases delivery was by breech—all showed tentorial tears. 

In six cases there was a difficult forceps extraction, in three cases 
after manual rotation of the head; four showed tentorial tears. 

In three cases there was an easy forceps extraction, twice after 
manual rotation from the occipito-posterior position. 
showed tentorial tears. 

In two cases there was imperfect rotation of the head in. vertex 
delivery. One of these cases had very violent pains through- 
out labour. 

In one case there was great rapidity of the second stage. 

The last three were spontaneous deliveries and one showed tentorial 

tears. 

There are two further cases of tentorial tearing in which 
asphyxia, and not injury, almost certainly produced the hemor- 
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rhage. One—No. 107—is a case of A.P.H. and retroplacental 
hemorrhage, which showed oozing of blood-stained fluid in the 
subdural cavity. The other—No. 7o—was a case of A.P.H. in 
which podalic version was performed in the treatment of placenta 
previa. Both cases showed marked evidence of asphyxia, and are 
included in the next group, 


ANALYSIS OF THE CAUSES OF ACUTE AN%ROSIS IN NINE CASES. 

In six of these cases asphyxia alone probably accounted for the 
hemorrhage. 

In three (Nos. 18, 38 and 75) a combination of asphyxia and cranial 
stress, asphyxia being the more important factor in two cases. 

The causes of the anzrosis are as follows :— 

In three cases the cause was the prolapse of the cord. 

In one case the cause was delay with the shoulders. 

In one case the cause was pressure of the breech on the placenta 
in a case of placenta previa. 

In two cases the cause was antepartum hemorrhage—retroplacental 
in one case. 

In one case the cause was placental hemorrhage and infarction. 

In one case the cause was mechanical separation of the placenta 
during an unsuccessful attempt at cephalic version, the cord 
being wrapped tightly round the leg. 

There was one case of unexplained intracranial hamorrhage (No. 

104), and one (No. 122) in which slight cerebral hamorrhage was 

associated with acute hemorrhagic pneumonia. The child lived 

six davs. 


Method of delivery in the cases of tentorial injury. 

There were 15 cases showing evidence of injury to the tentorium 
cerebelli. 

Five were delivered as breech and ten as vertex, and of the 
tea vertex deliveries forceps were applied in eight cases, and two 
were spontaneous deliveries (Nos. 29 and 107). 

In the two cases of spontaneous delivery the tearing was of the 
superficial fibres only. No. 107 almost certainly died of asphyxia, 
the tearing being only secondary. 

No. 29 started as an occipito-posterior, but was delivered as an 
occipito-anterior. The pains were very violent throughout labour, 
and the cerebral congestion was a marked feature. 

Of the forceps deliveries, five were difficult and three were 
described as easy. With one exception--No. 126—all these seven 
forceps cases showed a marked degree of tentorial tearing, often on 
both sides. No. 126 showed a very extensive straining of the 
tentorium, and a hemorrhage in the right free border. 
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Three of the cases started as occipito-posterior cases, and were 
manually rotated. No. 38 was manually rotated from the trans- 
verse position before forceps were applied. 


SITE OF THE H2®MORRHAGE. 
Causes of cranial stress. 

In nine cases there was hemorrhage below the tentorium, 
associated in most cases with a more or less extensive effusion in 
the posterior fossa above the tentorium. 

In some cases it was quite obvious that the hemorrhage was 
pressing on the parts of the brain below the tentorium. Usually it 
was subdural, but in one or two cases it was under the pia mater 
covering the upper surface of the cerebellum. The medulla in 
these cases of subtentorial hzeemorrhage is usually markedly con- 
gested and injected with tiny haemorrhages. 

Subtentorial hemorrhage occurs with or without tentorial tears. 
In two cases, and possibly a third, the vein of Galen was injured. 
In one case, in which the child lived four days, the hemorrhage 
was certainly coming from the neighbourhood of a small deep tear 
near the apex of the tentorium. In another case, where the hzemor- 
rhage was limited to the cleft between the falx cerebri and the 
medial surface of the right hemisphere, the origin was quite 
obviously an extensive right-sided tentorial tear. 

The haemorrhage above the tentorium follows very closely 
Beneke’s description. It is usually found in the posterior cranial 
fossa, and may spread forwards as far as the temporal poles, or 
upwards between the falx and the medial surface of one or other 
hemisphere. In a few cases it is confined to the lateral convex 
surfaces of the hemispheres, but this is rare in cases which are due 
solely to cranial stress. In some cases the hemorrhage is found in 
several situations, or it may be almost a generalized subdural effu- 
sion. Generally speaking, the heemorrhage due to cranial stress, 
where the vessels of the brain are not usually intensely engorged, is 
more definite and localized, and often involves the subtentorial 
region. 

I have found only one case of intra-ventricular hzeemorrhage, and 
in that case the effusion was more of a sero-sanguinous nature than 
a true hemorrhage. I have seen many cases of intense congestion 
of the choroid veins and of clots in the choroid plexus. 


Cases of Asphyxia, 

The hemorrhage tends to be more generalized. If localized, it 
is found over the occipital pole, probably because it gravitates there 
after death, when the foetus is lying in the supine position. The 
blood is fluid, and may be a mixture of blood and serum. It is not 
often found below the tentorium, The veins of the pia mater are 
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intensely engorged with very dark and very fluid blood. In some 
cases the main hemorrhage is between the layers of the falx as if 
due to rupture of the veins running into the longitudinal sinus. 

From the appearance of the veins and sinuses in a case of acute 
anderosis, one cannot help feeling that the force exerted on the skull 
by anormal easy labour would be enough to cause subdural 
hemorrhage, whether the foetus were alive or dead at the com- 
mencement of labour. Too much stress should not be laid perhaps 
on cerebral hemorrhage as the cause of death in these cases. 


Prematurity. 


The proportion of premature foetuses in the series of 100 was 
42 per cent. Among the 22 cases of cerebral hemorrhage there 
were four premature foetuses. Among those of tentorial tearing 
one only. Prematurity did not appear to be a factor in this series. 
This may be explained by the fact that the proportion of prema- 
ture births in the two hospitals is rather low, and that forceps are 
practically never used to deliver a premature infant. 

Possibly the fact that so many premature foetuses occur in 
Browne’s series in part accounts for the low proportion of tentorial 
tears in his cases of cerebral hemorrhage, 

Size of the Foetus. 
Two foetuses were under 5 lbs. 
Sixteen foetuses were over 6 lbs. 9 ozs 
Four foetuses were over 8 Ibs. 
One was 10 lbs. 9 ozs. in weight. 
Significance of tentorial tearing. 

All who have written on the subject have expressed the opinion 
that tentorial tearing has no intrinsic significance, except in the few 
cases where the tear actually opens into one of the venous sinuses. 
It is the associated hemorrhage and congestion that matter, But 
the severity of the hemorrhage has no definite relation to the 
severity of tearing (Browne and Holland). 

The actual mechanism involved in the production of tears by 
strain on the fibres connecting the falx and cerebellum has been 
described by Beneke and fully elaborated by Holland. 

Holland assumes that the production of the tears occurs either 
when the delivery of the head is so sudden that no time for mould- 
ing is allowed, e.g., in rapid extraction of the after-coming head in 
breech deliveries, and in precipitate labours, or when the external 
force used in forceps delivery is particularly violent. 

Throughout my investigation of the subject I was in very close 
touch with those responsible tor the deliveries, and we discussed 
each case. I found, and in this Iam not alone, that the severity of 
the tear did not at all depend on the violence of the delivery. One 
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knows, too, that obstetricians who are experienced in the use of 
forceps, in certain urgent cases can use great force without doing 
any harm to the child. Experience of cases suggested that a third 
factor was involved. I began to notice that very frequently in 
foetuses delivered by forceps and where considerable tearing was 
found post-mortem, a mark of the blade was found very far forward 
—even on the forehead. In one or two cases a forceps mark above 
one eyebrow was combined with a tear of the tentorium of the 
opposite side. 

Again, I noticed how frequently I received a history of manual 
rotation of a head from transverse or occipito-posterior position, 
before forceps were applied, in the cases of cranial stress showing 
tears. That fact seemed to have some significance. 

And finally, tears of the tentorium were frequent in breech 
deliveries. In all three instances there is considerable danger that 
the head will be pulled out incompletely flexed, or with oblique 
application of the forceps. 

By examining skulls with the dural septa intact, one finds there 
is very decidedly more strain put on the fibres of the falx and 
tentorium by pressure exerted in the occipito-frontal than in the 
suboccipito-bregmatic diameter. Stress in the suboccipito-breg- 
matic diameter, by depressing the falx, relaxes to some extent the 
tension to which antero-posterior moulding subjects the dural 
fibres. 

My contention is that even an easy forceps delivery or breech 
extraction, with the head in an imperfectly-flexed position, is much 
more likely to cause a tear of the tentorium than one where a much 
greater amount of force is used on a well-flexed head. 

I suggest that people unskilled in the application of forceps get 
tears of the tentorium with a moderate amount of force, because 
they put on the forceps blades too far forward on the head—in other 
words, with the handle not sufficiently depressed. 

One case which impressed me was No, 128, mentioned above. 
In this case the force used was certainly very great—much greater 
than the average. The foetus was still-born, and there was con- 
siderable subtentorial hzemorrhage, and a congested medulla; but 
there was absolutely no sign of strain or tearing of the falx or 
tentorium, The head was extracted in a very fully-flexed position 
—a fact which was very apparent at delivery, and was also clear 
by the position of the mark of the forceps blades. This case con- 
trasts with the cases where a mark on the forehead was associated 
with extensive tentorial tears. 

I am inclined to think that oblique stress is very likely to cause 
severe strain; the main injury being on the side opposite to the 
more anterior forcens blade. 
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Significance of intracranial hemorrhage 

In that the same type of stress that ,.cuuces tentorial tearing 
also tends to obstruct the vein of Galen at its entry into the straight 
sinus (Beneke and Holland), one would expect tears to be associated 
with hemorrhage. The severity of the hamorrhage possibly 
depends much more directly than does the extent of dural lacera- 
tion upon the amount of force used, and upon the degree of asphyxia 
and of cerebral congestion present, allowing of course that a badly 
flexed head, with its large engaging diameter, is necessarily sub- 
jected to greater pressure. 

Hemorrhage is by no means confined to the region in the 
neighbourhood of the vein of Galen (Browne). Some at least of 
these cases may be explained by injury to the tributaries of the 
longitudinal sinus (Beneke), by overlapping of the parietal bones. 
These veins are especially liable to injury when congested by 
associated asphyxia. 

Pressure by the forceps blade on the anterior angle of the 
parietal bone (Spencer) would increase the congestion in the tribu- 
taries of the great anastomotic vein. 

There is considerable evidence that haemorrhage below the 
tentorium is a very important lesion. Probably the fatal injury is 
to the medulla, either as suggested by Holland, by the mechanical 
effect of increased pressure in crowding the lower parts of the brain 
into the foramen magnum, or by the congestion and _petechial 
hemorrhages which occur in its substance. In several cases | have 
found petechiae in the basal ganglia, pons or medulla. 


SUMMARY. 

1. Cranial stress depends on two main factors—the outside 
pressure to which the intracranial contents are subjected, and the 
degree of congestion of the cerebral veins and dural sinuses. 

2. The post-mortem evidences of cranial stress are tears of the 
tentorium ; marked engorgement of the vessels of the pia mater, of 
the choroid plexus and of the intracranial sinuses ; and intracranial 
haemorrhages. 

3. It is suggested that tears of the tentorium are a sign, not so 
much that undue force has been exerted on the head, as that it has 
been exerted in the wrong diameter, viz., the occipito-frontal. 

4. That this type of force is injurious to the contents of the 
skull is shown by the fact that the majority of cases of fatal intra- 
cranial stress show lesions of the tentorium. 

5. Intracranial hemorrhage has two main causes: (a) intense 
venous congestion caused by acute anderosis, and (b) stress of 
delivery. 


6. Sub-tentorial haemorrhage is probably almost always due to 
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cranial stress, and is fatal. It is often accompanied by tentorial. 
tears, but may occur without them; and its cause is rupture of the 
vein of Galen or of its tributaries, 

7. Hemorrhage due to asphyxia alone is in the form of a 
general oozing over the surface of the hemisphere—subpial, or 
subdural. 

8. The hemorrhages in this series occur more frequently in full 
term or post-mature than in premature foetuses. 

g. It is suggested that full flexion of the head in the application 
of forceps and in breech deliveries, apart from involving a smaller 


diameter of the head, and thus aiding delivery, would prevent many 
cases of tentorial tearing. 


The expenses of this Research are being generously defrayed 
by Lord Riddell, President of the Royal Free Hospital. I am 
much indebted to Lady Barrett, M.D., for permission to examine 
foetuses from the Mothers’ Hospital, Clapton, and to Professor 
Louise Mcllroy for help in preparing this paper for publication. 
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Myomectomy: A Report of Sixty Cases of Enucleation of 
Fibroids from the Non-Gravid Uterus. 


By H. Lerrh Murray, M.D. (Aberd.), 


Hon. Surgeon, Hospital for Women, Liverpool; Hon. Surgeon, 
Liverpool Maternity Hospital. 


MyoMEcTomy as an alternative to hysterectomy has been receiving, 
recently, increased attention. The operation is no new one, and 
has a long history oi utility. The fact remains that the percentage 
relauionship oi myomectomy to hysterectomy has been, and to some 
extent still is, regrettably smail, 

in 1918 Bonney,' in an article which did much to focus attention 
on this procedure, referred to it as an operation of artistry under 
certain conditions, and to hysterectomy as one. of crudity under the 
same conditions. His good example, based on the pioneer work 
of Alexander, of Liverpool, has undoubtedly led, in recent years, 
to an increased endeavour to save the uterus when that organ is 
still potentiaily useful. Bonney’s later paper in 1922,? and Giles’$ 
record of his own results, give a very decided stimulus to those 
of us who abhor the sterilization of any woman of child-bearing 
age as the result of a hysterectomy carried out for fibroid growths. 
Munro Kerr’s contribution in 1924, and other records, all too 
few, from this and other countries carry weight in the same 
direction. 

The scarcity of papers of real value on this operation is quite 
remarkable, and leads to the inference that myomectomy is still 
considered by the bulk of gynacological surgeons as an operation 
with fine limitations and without great scope. 

| readily admit that a uterus is occasionally found in which 
successful enucleation of all paipable fibroids would be a physical 
impossibility. At the same time, | must emphasize that on very 
few occasions in the past five years have | been driven to this 
conclusion. Yet | feel that many, unaccustomed to myomectomy, 
would have relegated considerably more to an obligatory hysterec- 
tomy. 

The cases of myomectomy in non-gravid women now recorded, 
totalling precisely 60, include every operation for fibroids by the 
abdominal route, with retention of the uterus, in which the fibroids 
(or any of them) were lying wholly or partly within the uterine 
wall, and in which an enucleation from the substance of the uterus 
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was carried out as the whole operation or part of it. 1 have, 
therefore, excluded ali cases in which completely pedunculated 
iibroids, some with twisted pedicles, or fibroids wholly within 
the broad ligament were removed by conservative operation. In 
other words, in each case now to be recorded fibroids of appreciable 
size, not necessarily every one in each case, were ‘‘ dug out’’ of 
the musculature oi the uterus. Only by this restriction of cases, 
as it seems to me, can a real comparison be made with the operation 
of hysterectomy. To justify itself the conservative operation must 
have a basis o: the capability of the uterus for child-bearing. 
Excision of pedunculated or wholly intraligamentary fibroids is a 
very obvious operation, and presents, as a rule, little difficulty in 
decision. Such cases should not, | think, be included with those 
others in which a notable wound of the uterus is intentionally made. 
Cases in which smail superficial fibroids were casually discovered 
at abdominal operation, say, in association with a pedunculated 
iibroid causing symptoms, an apoplectic ovary or mild appendage 
disease allowing of conservative operation, have been rigidly 
excluded because there was no real involvement of any question 
of the integrity of the uterine wall as the result of the operation. 
| appreciate that this standpoint is more ‘‘ close-hauled ’’ than 
usual, and that the experience of most operators is usually recorded 
under the broader aspect of fibroids removed from the surface, the 
suburbs or the substance of the uterus. Munro Kerr’s paper 
headed, in part, ‘‘ Wounds of the Non-pregnant Uterus,’ expresses 
my idea of the limits advisably set to discussion. 

In a recent discussion of the. scope of myomectomy, W. Gough® 
suggested that some of the conservative operations performed were 
more successiul as surgical triumphs than for the cure of the 
patients. It may well be that occasionally an essentially unsurgical 
conservative operation is carried out by an enthusiast, but the 
more experience one has the more difficult it is to define what Giles 
would call a ‘battered and useless organ.’’ To my mind, the 
uterus, apparently mutilated by the enucleation of multiple fibroids, 
has a power of recuperation and involution incredible to those who 
have not tested it. This paper is mainly a plea that it be given 
the chance of showing what it can do. | cannot help recalling the 
only adverse criticism ever audibly made during any of my 
operations of myomectomy. In this case, at the age of 4o, in 
a nulliparous woman (Mrs. P.), married for two years, I removed 
12 fibroids, weighing 170zs., varying in size from an egg to a 
marble, with two pea-sized fibroid polyps within the cavity; the 
main svmptom was hemorrhage; the uterine wall was deeply 
penetrated through eight incisions, and the cavity of the uterus 
was opened to disclose the two small polyps. At the end of the 
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operation the uterine body was so distorted that, to quote Count 
de Grammont, ‘‘even Euclid would have been puzzled to define its 
figure.’’ An experienced bystander felt constrained to observe : 
“1 don’t call that surgery.’’? Yet 16} months later this woman 


delivered herself naturally and easily of a full-time child, weighing 
seven pounds. 


INDICATIONS AND CONTRA-INDICATIONS. 


In discussing the indications and contra-indications for incision 
of the uterine wall for enucleation of fibroids I shall base my 
observations, so far as possible, on the headings set forth in 
the papers of Bonney and Giles. Absolute contra-indications 
consist of desperate anzemia, women past child-bearing age unless 
the operation is very simple, women with a ‘‘ bag of nuts’’ uterus 
physically impossible to enucleate, and cases of fibroids associated 
with serious tubal or ovarian disease. 

Degeneration should not be considered a barrier; it may, how- 
ever, present some technical difficulty from the softness of the 
tumour and the state of the capsule. In a contribution to a recent 
discussion Briggs® reports himself convinced, by many laboratory 
tests, that the older fibroid growths, degenerated and adherent to 
their capsules, are physically unsuited for enucleation; he further 
considers that the fact of its dangerous and inconvenient abuse 
has to be considered. I totally disagree with these. strictures. A 
laboratory test may readily show the impossibility of removing in 
any particular uterus every palpable fibroid in which these are 
present in very large numbers, but it fails lamentably as a test 
for discussion of ‘‘ older fibroid growths, degenerated and adherent 
to their capsules.’’ Anyone with some experience of myomectomy 
who has practised, as I have. done, the operation on fibroid uteri 
removed by hysterectomy knows the increased difficulty of enuclea- 
tion when there is no longer a vascular capsule, even when the 
specimen has not wholly cooled. How much greater must be the 
difficulty when the test is made on a laboratory specimen. I do 
not believe that any degree of degeneration is a contra-indication 
to myomectomy. As my figures show, my cases of myomectomy 
include a rather unusual number of cases of red degeneration. On 
more than one occasion preliminary incision into a fibroid has 
penetrated an area of liquefaction of red degeneration, and the 
fluid so released has escaped into the peritoneal cavity; yet in 
no case has this apparent complication caused any trouble whatso- 
ever. Nor have I ever had any real trouble with old grey ‘‘ wash- 
leather’’ fibroids, even with areas of calcification. In all cases 
in which I have decided that a myomectomy was physically possible 
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I have never met one which should have presented any difficulty 
worth speaking of. A few jiave not been as easy as they might 
have been, but I have proved to my own satistaction that this was 
due to faulty technique. 

Infection of a fibroid may possibly be considered as a contra- 
indication, but, after ati, this complication is a rare one. Personally, 
| have only once met with unexpected suppuration in an intra- 
mural fibroid in a non-gravid woman, streptococcal pus being 
found in one alone of a mass of fibroids removed by hysterectomy ; 
the danger, if any, therefore, must be very slight. If 1 met with 
such a complication in the course of an operation of myomectomy 
[ would not hesitate for a moment to complete the operation as 
originally intended, even when pus had escaped, provided that the 
whole of the suppurating fibroid could be removed, and I would 
close the uterine and abdominal wounds with good expectation 
of an uninterrupted convalescence; in chionic suppuration of this 
type immunity must surely be as well developed as it is in cases 
of chronic appendage disease. | do not understand Spencer’s’ 
recent statement, that infection in fibroids is a not infrequent 
occurrence, and | would be interested to know whether there was 
the usual microscovival evidence of infection in the cases he 
considers infected. Infected fibroid polyps are in a different class 
altogether, and are probably unsuited for abdominal myomectomy. 
| would be anxious if I met one in the course of a myomectomy 
in which the uterine cavity was opened. Such cases should be 
diagnosed beforehand, and either a vaginal operation or an 
abdominal hysterectomy carried out. 

The indications, then, for myomectomy lie within the child- 
bearing age, providing that anzemia is not too severe and that 
the fibroids are not so very numerous or so troublesomely situated 
that the operation is physically impossible or at least injudicious 
on account of inevitable shock. The operation is undoubtedly more 
tedious, more difficult and sometimes somewhat more serious than 
hysterectomy, but | have found a most marked willingness on the 
part of both married and unmarried women to submit to the 
conservative operation, even, as one put it, ‘if | have to undergo 
a hysterectomy ten vears later.’ A rooted objection to hysterectomy 
is very praiseworthy, and has led me, on three occasions—all very 
easy cases--to do a myomectomy at the limit of the child-bearing 
age. I am persuaded that women of reasonable age are, on the 
whole, glad to believe that their pelvic symptoms can be relieved 
without hysterectomy. 1 am surprised, and | hone I shall continue 
to be surprised, at the number of women of 40 or over who still 
aspire to a further, or even a first, pregnancy; their desire may 
not constitute any argument for additional risk in the type of 
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operation adopted, yet results seem to show how much can be 
safely undertaken in this direction in chosen cases. 

TECHNIQUE OF THE OPERATION. 

(1) Method of incision. | am quite convinced that the more 
myomectomies one does the better one does them, and I know 
that recently I have been enucleating—with the expectation of 
leaving a potentially useful uterus-—-in cases where some years 
ago | would have done a hysterectomy. Bonney has illustrated 
his tunnel method ; it appears very complicated, but in reality it is 
very simple. It is very natural to attempt to reduce peritoneal 
incisions, and such has always been my endeavour ; experience has 
shown how much can be done in that way. Alexander pointed 
out many years ago that an anterior incision is ideal ; unfortunately, 
it is not always possible when multiple, especially sessile or 
pedunculated, fibroids are present. 

The following case* of extensive enucleation of fibroids from 

*This case, being associated with a pregnancy, is distinct from the 


60 cases that head this paper; it is included here at the request of the 
Editor. 


a uterus containing a dead ovum is unusual in respect of the 
single external uterine. incision through which 41 fibroids, weighing 
1} lbs., were delivered and of the excellent involution that occurred 
after a very serious mutilation of the uterine wall. 


Mrs. E. (August 26, 1925), et. 29, was first seen on July 18, 1925. 
She had been married one year, and had been regular (4-5/28) 
until the onset of amenorrhcea 13 weeks previously. On July 8 
there had occurred a sudden vainless flow of ‘‘ water and blood,”’ 
lasting 10 minutes, followed by a show for 12 hours; there had 
been no pain and ro bleeding since. On examination, a bossy 
non-tender fibroid uterus reaching one half-inch above the 
umbilicus was found, and the breasts seemed full, although onlv 
slight softening of the cervix was made out. Although sent for 
hysterectomy, an operation which, she said, would deprive her of 
all interest in life, | recommended her to ‘‘ wait and_ see.’ 
Unfortunately, a month later it became obvious that intra-uterine 
death had occurred, presumably about July 8; there was an 
irregular blood-stained discharge, moderate anzemia, recession of 
the breasts and a feeling of weight and pain in the abdomen, with 
very definite tenderness at certain points. I could not be sure that 
the ovum had been passed, but saw no reason for postponing 
operation. This was carried out on August 26. The uterus was 
apparently hopelessly studded with intra-mural fibroids, not one 
of them either sessile or pedunculated. The anterior wall of the 
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uterus was incised vertically rather to the left side, where it felt 
softest. A 15-16 weeks dead ovum (vertex-coccygeal length 
3.5 ins.) with a smali quantity of almost black blood-stained fluid 
in the amniotic cavity was easily enucleated. Intra-uterine death 
had apparently occurred considerably later than was supposed. 
The cavity of the uterus was distorted by fibroids to a surprising 
degree, bosses being obvious at every point; probably this effect 
was to some extent produced by retraction of the uterine wall as 
the result of the jong anterior incision. Through 14 incisions 
within the uterine wall and its cavity 41 fibroids, ranging from the 
size of a golf ball to that of a pea, were enucleated ; the largest were 
mainly those bulging into the uterine cavity, and on their surface 
were seen considerable areas of lining membrane. Three of the 
fibroids, about the size of marbles, were prominently bulging the 
posterior peritoneal sur!ace, but were enucleated without rupture of 
the peritoneum. There was so much laceration of the endometrium 
and myometrium, particularly on the posterior wall, that no attempt 
whatever was made to suture the resulting cavities--none of them, 
however, very large. The original incision was closed in three 
layers. As the abdomen was being closed there was noted a 
hematoma beneath the peritoneum on the posterior wall of the 
uterus where one o/ the subperitonea} fibroids had been enucleated, 
The larger fibroids showed very definite lacunar oedema, confirmed 
on microscopical examination, The operation invites the descrip- 
tion of being thoroughly unsurgical, but the after history, short 
as it is, confirms me in my procedure, The patient’s very first 
remark on coming out of the anesthetic was: ‘Can | now have 
babies ?”? There was a mild degree of shock for a few hours, but 
thereafter an uninterrupted convalescence. Coloured vaginal 
discharge lasted for only five days, and there has since been one 
clear-cut period lasting six days, beginning September 28; there 
was rather more loss during the second and third day than was 
customary, but no clots were seen, and the patient was not seriously 
incommoded. Bimanual examination on October 19 (i.e., seven 
weeks later) showed a uterus practically normal in size and mobility. 

Beyond doubt impalpable fibroid seedlings are still present in 
the uterus of this patient, but | cannot believe that anvone will 
deny that her prospects of safe child-bearing have been infinitely 
increased by the operation performed. 


An essential point before enucleation is to make the preliminary 
incision very definitely into each fibroid. particularly in the case 
of the larger ones. There seems, in some cases, to be a thin 
zone of condensed musculature around a fibroid, and it is very 
easy to mistake this for the periphery. On one occasion, wher: 
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unexpected difficulty was experienced in enucleation, 1 found I 
was outside the true capsule, and was actually in process of 
removing the whole endometrial cavity which lay flattened along- 
side the fibroid. Only when the endometrial cavity was accidentally 
opened was the mistake discovered. An incision into the supposed 
capsule demonstrated the real outline of the fibroid, and thereafter 
the operation was easy and in the event most successful. This 
-arly mistake taught me to cut more or less deeply into every fibroid 
before beginning the enucleation; the true capsule is then very 
evident and the finger is directed to the right level. 


(2) Hemostasis. In no case have | had appreciable trouble 
with haemorrhage during operation. | separate each fibroid mainly 
by the fingers; vascular bundles in the capsule are. resistant, and 
can easily be brought so near the surface on the finger that forceps 
can be applied before they are severed; broad ligament clamps 
seem to be quite unnecessary. | then close the cavity in layers, 
using a round bodied needle threaded with unchromicized catgut 
and employing usually a continuous, but occasionally a mattress, 
suture. Particular care is taken of the superficial layer, where, 
whenever possible, a Lembert suture is inserted ; the edges should 
appear white as the result of tension by the suture. To facilitate 
this last stage some trimming of the edges is often necessary, 
especially with the larger fibroids; but it is better, 1 feel, to leave 
such excess of uterine wall as will give a reasonable degree of 
adaptability to the peritoneal edges. I do not mind in the least 
the shape of the conserved organ, for experience has taught that 
by three months at the very latest, and frequently much sooner, 
the uterus is smoothly rounded and normal in shape. 


(3) Incision of the uterine cavity. Mvyvomectomy will never 
produce its best results if there be any hesitancy at opening the 
uterine cavity. In some cases this is done accidentally, but it is a 
very useful procedure in certain cases bevond the sphere of accident, 
Il very early appreciated this fact, and do not hesitate to open the 
cavity intentionally where I am not satisfied that the fibroids 
removed are the cause of the symptoms, especially when the main 
symptom is bleeding. The difficulty of decision and procedure 
is more difficult with the smaller fibroids than with the larger ones. 
where the endometrium is emphasized by its pale-grey appearance, 
and can very readily and quickly be explored and, if necessary, 
curetted. Wath smaller fibroids not very obviously adjacent to the 
endometrium, and when the main symptom is haemorrhage, it is 
very sound practice to extend the most likely incision until the 
cavity is reached and then to explore by the finger, followed, i! 
necessary, by the curette, particularly towards the cornua, 


1 \ \ \ : 


Myomectomy 247 


ALLEGED DRAWBACKS TO THE OPERATION OF MYOMECTOMY. 


(1) Subimvolution. In my experience of a very varied series no 
such trouble has arisen. 


(2) Recurrence of symptoms due to fibroids left behind has not, 
so far, come my way; most of my cases, however, have been 
operated on in the last five years, and | may vet have to admit 
such a complication. Giles, with experience over a longer period, 
puts recurrence at 10 per cent., with, however, only 3 per cent. 
requiring operation. Bonney states that recurrence is very rare, 
and due to overlooking small fibroids. He thinks that the seeds of 
all the fibroids that a woman is going to have are formed by the 
age of 35; he is probably right. In the interval between the 
original operation and operation for recurrence there can be little 
detriment to any pregnancy that may occur; one knows how 
innocuous the symbiosis of an undegenerated fibroid and a 
pregnancy can be; in such cases the fibroid is likely to be small 
by limits of time, and, therefore, all the less likely to obtrude itself. 
I feel, therefore, that any criticism of myomectomy based on a 
hypothesis of non-total removal of all seedlings is essentially wrong, 
or at least narrow-minded. The relief of the symptom, or 
symptoms, necessitating operation is the desideratum in all cases, 
and when accomplished leaves good hope of a uterus capable 
of its physiological function. 


(3) Persistence of undue bleeding. Such cases should only 
occur as the result of subinvolution of a hypertrophied uterus 
(see No. 1 above). As | have. indicated, the uterine cavity should 
be ean in every case in which the enucleated fibroids do not 
completely account for the sy mptom of haemorrhage when it is 
present. No case in this series, in which an after report has been 
obtained, has had anv real menstrual excess. One of my surprises 
in the operation has been the ravid way in which in any case 
operated on for hemorrhage reasonable menstrual periods have 
been produced by the third or even the second period after 
operation, 

(4) Added risk of myomectomy as compared with hysterectomy. 
I think it must be admitted that myomectomy is a trifle more 
serious than hysterectomy in many cases. Although T have had 
no immediate anxiety after any myomectomy, there has been 
some mild degree of shock, lasting a few hours, in two cases, and 
definitely associated with the difficulty of the operation. The same 
might result from a difficult hysterectomy, vet the question is 
rather different, in so far as a difficult myomectomy may be a 
very easy hysterectomy. Still, my own results and those of others 
seem to show that, in experienced hands, there is very little 
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difference in mortality. The main risk, so far as my experience 
goes, lies in intestinal obstruction as the result of leakage of 
blood into the peritoneal cavity around the surface of the 
myomectomy wounds. My only thoroughly unsatisfactory case 
was of this nature, and vet I cannot believe that it happens more 
often with this operation than with cases of raw oozing surface in 
the pelvis left after removal of adherent appendages. In a very 
large experience of appendage operations | have only once met 
with intestinal obstruction as the result of the operation, and | 
am tempted to believe, therefore, that my one case occurring after 
myomectomy does not truly represent the real incidence. At the 
same time, it seems a rational proceeding to bring an anterior 
incision out of harm’s way by a ventral suspension, and | have 
on several occasions done this. 


(5) The integrity of the uterus in any future pregnancy. A 
uterus, apparentiv much mutilated at the time of operation, seems 
to heal satisfactorily and with a negligible risk of weakness in any 
future pregnancy. The two cases of utriculoplasty for uterus 
bicornis unicollis (svmmetricus), which I have already recorded," 
are evidence in this direction, although it may be argued that an 
incised wound is different from the ragged surfaces of a myomec- 
tomy. Experience is the only criterion, and my own experience is 
absolutely satisfactory. 


(6) Is the sentimental value of the conserved uterus worth 
striving for apart from pregnancy? In my opinion it most certainly 
is; the subjective after-histories of cases in which no pregnancy 
has resulted bear me out very strongly in this view. 


(7) Is there a reasonable chance of pregnancy occurring after 
myomectomy? It has to be remembered that the majority of cases 
of myomectomy are not in young women. Schmid® asserts that 
40 per cent. of married women have a pregnancy after myomectomy 
done not later than 35—38. Noble® states the percentage to be 10, 
and Giles’ results in women who had a chance of conceiving after 
the operation give 26 per cent. (13 of 49 cases). 


RECORD OF CASES. 


(1) Ages of patients. Of the 60 cases operated on, 27 were 34 
or under, and 33 were 35 or over; eight of these latter were over 
4o. At the ends of the scale were : 

.27, one fibroid, weighing 12072, 
28, one fibroid, the size of a fist. 
28, one fibroid, the size of a bantam’s egg. 
29, three fibroids, the largest weighing 40z. 
29, two fibroids, the larger weighing 123 oz. 
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one fibroid, weighing 2} lbs, 
one fibroid, weighing 10 oz. 

43, one fibroid, weighing 1}lbs., partly intraligamentary 
and high up, was enucleated for the symptom of 
hemorrhage ; the operation was no more difficult than 
a hysterectomy. 

six fibroids, the largest a cervical one weighing 26 0z.; 
the uterus was easily conserved and for sentimental 
reasons. 

one fibroid, the size of an unshelled walnut, and causing 
both hemorrhage and pain; the uterus was conserved 
at the special request of the patient; the operation 
although the fibroid lay deeply, was proBably easier 
than a hysterectomy. 


(2) Number of fibroids removed. 
23 in one case, weighing 17 0z., all intramural. 
18 in one case, weighing 2 Ibs. 14 0z., the largest (2 Ibs. 1 02.) 
more or less pedunculated. 
18 in one case, weighing 1 Ib. 2 0z., all intramural, 
12 in one case, weighing 17 0z., all intramural. 
The case histories of the above will be given later. 
10 in two cases. 
in one case. 
in three cases. 
in three cases. 
in two cases, 
in eight cases. 
in eleven cases. 
in twenty-six cases, 


(3) Condition of fibroids removed. Of these 60 cases, 14 
showed necrobiotic changes—eight being ‘‘ red fibroids’’ and six 
that later stage of the same process best described as ‘‘ grey ’’ or 
‘‘ wash-leather ”’ fibroids ; 42 showed oedema (not necessarily in all 
the fibroids)—four with cystic degeneration; three were hard 
hyaline fibroids, and one contained areas of calcification. 

(4) Symptoms leading to operation. The symptoms leading to 
operation were: In 31 cases, hemorrhage or hemorrhage with 
pain ; in 21 cases pain alone, and in eight cases pain with symptoms 
of pressure. 

(5) Married or single. Of women married before operation, 
14 were 34 or under, and 20 were 35 or over. Of the single women, 
15 were 34 or under, and 11 were 35 or over. 

(6) Previous pregnancies. Nine of the married women had 
had previous children, and four had had miscarriages. 
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(7) Type of operation. All the cases were abdominal operations 
with, in one case, preliminary excision of a large sloughing fibroid 
polyp by the vaginal route. 

(a) Endometrial cavity opened. The endometrial cavity was 
unavoidably opened in 12 cases, and intentionally in 11 cases. 
It is interesting to record that practically every case in which 
hemorrhage was the main symptom either had the endo- 
metrial cavity opened or exposed to direct palpation. The 
total of 23 cases complicated by opening of the uterine cavity 
gives a hint of the degree of involvement of the uterine wall 
in the cases recorded, 

. (b) Intrauterine manipulation. In seven cases there appeared 
reason to do an abdominal curettage as the result of an 
obviously oedematous and engorged or irregular endo- 
metrium. In the light of recent research on endometrioma 
it is interesting to speculate on the possibility of this 
procedure leading to implantation on the ovaries or else- 
where; as a matter of fact, merely from the point of view of 
neatness, I have always tried to prevent any escape of 
curettings into the peritoneal cavity, and I do not believe 
that any has occurred. In three cases in which the cavity was 
intentionally opened a single small fibroid polyp was found 
and removed ; in a fourth case two small fibroid polyps were 
excised ; while in two cases simple endometrial polyps were 
curetted away. These six cases are to be distinguished from 
cases in which the cavity was opened accidentally, and on 
occasion, one or more fibroids were removed through the 
endometrium. 

(c) External uterine incisions. Every effort was made to reduce 
the number of external incisions. Altogether | find that 211 
fibroids were removed through 139 incisions, making an 
average of 1.5 fibroids per incision. This is not, however, a 
very accurate criterion, as it was possible to remove 18 
fibroids in two cases through to and eight incisions respec- 
tively, and to fibroids through two incisions. 


(8) Convalescence. The convalescence in every case, whether 
in hospital or nursing home, was excellent. Two cases showed 
moderate shock an hour or two after operation, but were never 
seriously ill. 

(9) After histories. Five of the cases (three unmarried and. 
two nulliparous women) are so recent that little can be said about 
them. That little, however, appears up to the present to be most 
satisfactory, and the symptom for which the operation was done 
has apparently been relieved whether it was hemorrhage or pain. 
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Three cases have been jost sight of, but in each of these the last 
report was satisfactory; the longest period, however, between 
operation and final report on these cases was six months. With 
the exception of one case the after history of the remaining cases 
had best be discussed under the particular heading's of menstruation, 
comfort and subsequent pregnancies, That particular case developed 
intestinal obstruction, and had to be operated on 20 days after her 
operation ; the details are given below. It is the only unfortunate 
case in the whole of the series. 


(a) Menstruation. One patient reported occasional slight excess 
18 months after operation. A second patient reported an 
alteration of the periodicity to 3/21 from 4/28; she reported 
no excess, and, as a matter oi fact, the case was operated on 
for pain resulting from red degeneration and without any 
history of undue loss before operation. in every other case 
the reply to a definite question as regards periods has been 
absolutely satisfactory. An interesting point evoived in three 
of the after histories of cases in which operation was under- 
taken for pain and the patients gave no history of abnormal 
periods ;—within six months of operation these reported that 
their periods were reduced from O0—8 days to 2-4 days. 
The first period after operation, and sometimes the second 
or even the third, in cases undertaken for haemorrhage, were 
at times rather excessive, but the bulk o: cases after the first 
period were able to report a satisfactory tvpe of period whicn 
persisted for the future. In one recent case, with a history 
of severe and exhausting periods, operation was carried out 
24 hours after a profuse period had started ; a solitary fibroid, 
weighing 120z., was removed from the posterior wall 
adjacent to the endometrium, which was intentionally opened 
and explored by the finger; from that moment the excess 
disappeared and only a negligible show persisted for a few 
days. 


(b) Comfort. Here again the great bulk of the reports were as 
satisfactory as anyone could wish. The letters received in 
reply to my questionnaire made very delightful reading, and 
complaints were few and far between. One or two com- 
plained of a weak back or occasional pain in one or other 
side. Among the few unsatisfactory subjective results of my 
myomectomy operations must be included two young women 
who were extremely annoyed to find that the uterus was not 
removed, and who have continued to complain of abdominal 
symptoms ever since. In one of these. two cases operation 
was undertaken for undue hemorrhage and was completely 
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successful in obliterating the symptom. In each case | was 
informed by the doctor that children were not desired, and 
that sexual life made no appeal to the patient. I shall not 
alter my procedure for any such reason. The selfishness 
of the intentionaily childless is at times grotesque, but fre- 
quently yields, as we ali know, to the arrival or imminence 
of maternity. It is not the duty of the surgeon to bend to 
the solicitation of any woman or her husband and to interfere 
with the natural probabilities of married life, provided that 
the previous history of child-bearing, if any, is reasonably 
normal and that the fibroid or fibroids can be removed with 
moderate ease. One patient was reported, six months after 
operation to be suffering from a “nervous breakdown,” 
without any local symptoms, and another was obviously in 
the midst of an early menopause when my letter arrived. 
Her general symptoms could not reasonably be attributed to 
the preservation of her uterus. This latter patient has been 
scen witain the last month, and, having completed the meno- 
pause, is now absolutely fit. 


(c) Subsequent pregnancies. Unfortunately, no one of the single 
women has since married. One, however, who, at the age 
of 32, had a large red fibroid enucleated, came to thank me, a 


few weeks ago, for preserving her uterus, as she was now 
engaged to be married. 


Seven (20.6 per cent.) of the 34 married women operated on 
not less than a year ago have had nine children, normally born 
at term, and two others have had miscarriages—one as the 
result of a motor collision in which her husband was killed; this 
makes the total of known pregnancies following operation 26.5 per 
cent. Six of the nine cases had not been previously pregnant; the 
ages of these ranged from 30 to 40 and 42; the last two seem 
worthy of particular emphasis. Three who have not become 
pregnant were 42, 43 and 48 respectively; in view of a first 
pregnancy at 42, in the case above mentioned, one cannot reason- 
ably exclude the first of these, but if the cases aged 43 and 48 
be excluded the total of known pregnancies in 32 women subjected 
to myomectomy works out at 28.1 per cent.* In one alone of these 


nine cases (Mrs. P., July 2, 1923) was the uterine cavity opened 
during operation. 


* Since this paper was written a further case (aged 33, married six 
months when operated on for symptoms of hemorrhage and pain; two 
cedematous fibroids removed, the smaller, marble-sized, lying close to the 
endometrium on the anterior wall; cavity not opened) ; is reported (Oct. 26, 
1925) to be eight months’ normally pregnant; this makes the total preg- 
nancies to date 31 per cent. of women operated on not less than a year ago. 
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AFTER HISTORIES OF CASES IN WHICH THE LARGEST NUMBERS OF 
FIBROIDS WERE REMOVED. 

Mrs, J. (January 17, 1924), aged 35. Twenty-three fibroids, 
weighing 170z., both intramural and superficial, were removed 
through 20 incisions; the cavity was not opened. The symptom 
was persisting pain. There was a history of premature labour 
following an acute degeneration, with rapid enlargement of the 
fibroids, 21 montis previously. 1 saw her for the first time on that 
occasion, but refrained trom operating. Morphia was ordered in 
big doses, but did not prevent the onset of labour. This patient 
had a miscarriage at the third month exactly a year after the 
operation. | have been unable to obtain any details. 

Miss H. (April 8, 1925), aged 32; nulliparous. The symptoms 
included ‘‘ indigestion,’’ pain in the abdomen and a sense of 
pressure. The patient had first noticed an abdominal swelling 
10 months previously, and stated that there had been rather rapid 
enlargement in recent months. The periods were normal, and there 
had been no urinary disturbance. An irregular mass of fibroids, 
tender in places, was felt reaching to the umbilicus and filling the 
pelvis. At operation on April 8, 1925, 18 fibroids, weighing in all 
2Ibs. 14¢z., were removed through to incisions. The largest 
weighed 2lbs. 10z., and lay more or less pedunculated on the 
posterior wall with a rounded pedicle four inches across. The 
other fibroids, varying from a hen’s egg downwards, were all rather 
superficially.embedded in the wall of a hypertrophied uterus; they 
were about equally distributed between the anterior and posterior 
walls. As there was no symptom of hzemorrhage and no further 
fibroids could be palpated, the uterine cavity was not opened. No 
difficulty was experienced in closing the 10 incisions, and there 
was no obvious oozing at the end of the operation. This patient left 
a private ward in hospital 17 days after operation, and was then 
perfectly fit. Three days later she developed intestinal obstruction, 
and I had to reopen the abdomen. | found a loop of small intestine 
adherent to the uterus. When this was separated the obstruction 
was not relieved, but a moment later it was discovered that the 
bowel was kinked around an adherent blood-clot; no doubt the 
adhesion to the uterus allowed extravasated blood to obstruct the 
bowel. If this case had been under my own immediate care | 
would have left it at that, but under the circumstances of her being 
in a nursing home 50 miles from Liverpool | thought it unfair to 
those in attendance on her to resist their plea for hysterectomy, 
which I forthwith carried out. The after history was uneventful. 
It is of interest to note that the uterine body, which had harboured 


so many fibroids 20 days previously, weighed only 5 0z. when 
removed. 
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Mrs. W. (October 24, 1923), aged 41; nulliparous; married 
7} years; symptom pain. Eighteen fibroids showing oedema, all 
completely intramural, including three large ones—one the size of 
an apple and two the size of a golf ball—with a total weight of 
ib. 20z., were removed through eight incisions. The cavity was 
opened, but nothing abnormal was found. “Her convalescence and 
after history were absolutely satisfactorv. There has been no 
pregnancy. 

Mrs. P. (July 2, 1923), aged 40; nulliparous ; married two years ; 
symptoms were hemorrhage and pain. Twelve fibroids were 
removed, ranging in size from an egg to a marble or rather smaller, 
and totalling 170z. There was oedema in the larger ones. Eight 
incisions were necessary. The cavity was opened, and two pea- 
sized fibroid polyps removed from within. She was delivered 
naturally 16} months later of a living child, weighing 7 lbs. The 
labour and convalescence were absolutely uneventful. 


Mrs. L.. (September 27, 1924), aged 36; nulliparous ; married two 
years; symptom hemorrhage. Ten fibroids, ranging from the size 
of a walnut to that of a pea, were removed through two incisions. 
The cavity was unavoidably opened, and a pea-sized polyp removed 
from within. The patient’s after history was absolutely satisfactory 
with normal three-day periods. ‘There has been no pregnancy. 


Mrs. L. (December 3, 1924), aged 34; nulliparous; married six 
years. Ten fibroids, totalling 11 0z., and ranging from the size of a 
tangerine orange to that of a bean, showing oedema in the larger 
ones, were removed through eight incisions. The symptom was 
pain due to the degeneration. The cavity was not opened. The 
local condition is satisfactory, but ‘‘ her nerves seem to be all on 
edge.’ There has been no pregnancy. 


CONCLUSION. 


From my experience of these 60 cases I conclude that 
myomectomy is an operation of less difficulty or danger than is 
often supposed, that it is available in a large percentage of cases in 
women of child-bearing age who suffer from symr‘oms due. to 
fibroids, and that in all cases of women of reasonable age it should 
be considered in preference to hysterectomy. 


As evidence of my view in this respect, | note that in 1922 my 
proportion of myomectomies to hysterectomies was one to eight, 
whereas in 1923, 1924 and 1925 up to the present, it has been, for 
each of these periods, 1 to 3.3. These figures, for the purpose of 
comparison with other records, include eight cases of myomectomy 
operated on during pregnancy. 
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Krukenberg Tumours of the Ovaries.* 


By Witrrep M.B., B.Ch. (Cantab.), F.R.C.S. (Eng.). 
Resident Assistant Accoucheur, St. Bartholmew's Hospital. 


IN 1896 Friedrich Krukenberg gave a masterly description of 
a solid ovarian tumour, which was peculiar in that it showed 
microscopical characters both of a carcinoma and of a sarcoma. 
These tumours are bilateral, occur usually during the child-bearing 
period, retain the general shape of the ovaries and have smooth 
surfaces. Microscopically, they consist of a stroma which resembles 
a fibrosarcoma, and of collections of cells which, because the nucleus 
is flattened out to one side, and because the shape of the cell is oval, 
give the appearance of signet rings. The picture of isolated signet 
ring cells or nests of such cells in a fibrosarcomatous stroma is 
characteristic of the tumour. Krukenberg considered, in view of 
the character of the stroma, that the tumour was essentially a 
fibrosarcoma. But it was difficult to explain the signet ring cells, 
for not only were they sometimes collected to produce an alveolar 
arrangement, and sometimes found within lymphatic channels, but 
they gave the micro-chemical reactions of mucin. At the suggestion 
of Marchand, Krukenberg adopted the cumbersome terminology oi 
Fibrosarcoma ovarii mucocellulare carcinomatodes, but the tumours 
are better referred to as Krukenberg tumours. Although these 
tumours had been described before Krukenberg’s paper little 
attention had been bestowed upon them, but after Krukenberg’s 
publication, cases were described by Wagner, Schlagenhaufer and 
Kraus, in which the tumours were found in association with a 
primary carcinoma of the stomach. Consequently doubts were 
raised as to the etiology that had been ascribed to them by 
Krukenberg. It was pointed out that in some of Krukenberg’s 
cases complete examinations had not been made, and also that it 
was difficult to believe that the signet ring cells were of connective- 
tissue origin. At the present time about 60 cases have been 
recorded, and, with the exception of the few cases mentioned below, 
in all cases in which complete examinations were made a carcinoma 
has been found elsewhere. It is not easy to establish the presence 


* Abstract of a paper read before the Section of Obstetrics and Gyne- 
cology of the Royal Society of Medicine, The paper is published in full 
in the Proceedings of the Royal Society of Medicine. 
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of a primary growth elsewhere, for frequently the carcinoma of 
the stomach is small and has not given rise to symptoms, and 
in consequence an accurate post-mortem examination is necessary 
before the presence of a primary growth elsewhere can be excluded. 
Although the large majority of Krukenberg tumours are 
undoubtedly secondary to carcinoma of the stomach, several 
apparently authentic cases of primary Krukenberg tumours have 
been recorded, vis., those of Schenk, Sternberg, O, Frankl and 
Cohn. The case ot Frankl is worthy of mention. ‘Three years 
after the removal of Krukenberg tumours the patient was iree of 
symptoms, and on X-ray examination the stomaca appearea normai, 
The next point to consider is the path by which the cancer cells 
invade the ovaries. Invasion by the blood-stream or by direct 
spread are unlikely methods. The method of invasion by implanta- 
tion has been considered in detail by Kraus. It is weli known 
that in late cases of carcinoma of the stomach multiple implanta- 
tions occur on the peritoneum, and Kraus and Sitzenfrey lave 
described cases of early metastases in the ovaries in which cancer 
cells were seen invading the ovarian cortex, and, again, tiie irregular 
nodular growths on the ovaries in such cases are weil known. It 
seems that invasion of the ovaries by implantation does occur, but 
the tumours so produced differ from Krukenberg tumours. In the 
first place, they are irregular tumours with nodular surlaces, while 
Krukenberg tumours invariably retain the shape o/ the ovary and 
have smooth surfaces. Again, the irregular tumours retain the 
histological form of the primary growth, while Krukenberg tumours 
differ essentially in that there is little, if any, suggestion of a 
carcinoma-like arrangement of cells. Lastly, it has been shown 
that Krukenberg tumours occur in cases in which no peritoneal 
implantations exist. It has, therefore, been suggested by Amann, 
Kehrer and others that the route is probably by way of the 
lymphatics. In cases of carcinoma of the stomach: the retro-gastric 
glands and the superior lumbar glands are invaded, and the ovarian 
lymphatics pass to the latter group. The hypothesis assumes that 
lymphatic stasis occurs as a result of the blockage of the superior 
lumbar glands with carcinoma and that retrograde lymphatic 
spread by way of the ovarian lymphatics follows. This hypothesis 
explains why the tumours are invariably bilateral and of approxi- 
mately the same size. The smooth surface and the resemblance 
of the tumour to the shape of the ovary are explained on the 
grounds that the ovary is invaded from the medulla and not from 
the surface. The signet ring cells are thus considered to represent 
carcinoma cells compressed by the proliferation of the ovarian 
stroma. There is a certain amount of evidence in support of this 
hypothesis. It has been shown by Schottleender that in early cases 
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of ovarian metastases, carcinoma cells are often found in lymphatic 
channels in the ovarian medulla, and Krukenberg pointed out the 
frequency with which the signet ring cells are found in lymphatic 
spaces. It has been pointed out by O. Frankl that in cases of 
metastatic carcinoma of the ovaries the uterus and tubes are harder 
in consistence than normal, and Frankl attributes these changes to 
lymphatic stasis and to secondary connective-tissue formation. 
Further, he has shown that in these cases metastases can often be 
found in the lymphatics of the uterine wall, while in cases of 
primary carcinoma of the ovaries these changes are not found. 
Again, Krukenberg tumours are usually free of adhesions, and in 
such cases there are no metastases in the pouch of Douglas. 

-One of the most interesting features of Krukenberg tumours is 
the relative size of the ovarian growth compared with that of the 
primary tumour. This applies not only to Krukenberg tumours 
but also to ovarian metastases from cases of carcinoma of the breast. 
The question is probably related to two further peculiarities : first, 
the sarcomatous character of the stroma; and, secondly, the 
incidence during the child-bearing period. This problem is 
fundamental, for it appears that the ovary in the child-bearing 
period affords an excellent culture medium for carcinoma cells, and 
that the connective-tissue of its stroma can react in an extra- 
ordinarily embryonic manner to the presence of carcinoma cells in 
its neighbourhood. The incidence of the tumours in young women, 
again, is interesting. About 80 per cent. occur before the meno- 
pause, while carcinoma of the stomach arises typically after the 
age of 40. 

Clinically the tumours are usually diagnosed as malignant 
tumours of the ovaries, for they occur as bilateral solid masses 
separate from the uterus, and are usually associated with ascites. 
Because of the absence of adhesions and their consequent mobility 
the tumours are easily removed, but the immediate mortality of the 
operation of ovariotomy is very high—perhaps because of the 
cachexia that is usually present. It seems, therefore, that in such 
clinical cases the patient should be investigated further, either by 
X-ray examination of the stomach or by an occult blood examina- 
tion of the stools, for if a primary growth of the stomach can 
be demonstrated it is doubtful if ovariotomy should be performed. 
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A Method of Demonstrating the Ganglia of the Cervix 
Uteri. 


By ARTHUR A. GEMMELL, (Cantab.), M.A., M.B., B.Ch.F.R.C.S.E. 


Hon. Asst. Gynecological and Obstetrical Surgeon, David Lewis 
Northern Hospital; Hon. Asst. Surgeon, Liverpool and 
Samaritan Hospital for Women. 


THE study of the nerve supply of the uterus is receiving renewed 
attention and although most of the work on this subject has been 
done on the Continent but few articles from any country have 
appeared during the last few years until recently. The function of 
this nerve supply has been more fully recorded than its anatomy, 
and nothing has been written on pathological changes therein in 
association with gynecological diseases. This work was under- 
taken in order to collect material for such a study. 

The earliest English record of the anatomy of the uterine nerves 
appears to be by Lee of London. Tis first paper on the subject 
was published in 1841,! and his findings were disputed by Beck in 
1846.2 An acrimonious correspondence followed in the Lancet 
which is amusing but not at all edifying. In 1858 Lee published 
his ‘* Atlas of the Ganglia and Nerves of the Uterus and Heart.” 

Most observers agree now that the uterus is supplied mainly by 
the sympathetic proper (i.e., by the white rami from the lower dorsal 
and first and second lumbar nerves) via the inferior mesenteric 
ganglion and hypogastric plexus to the ganglia of the cervix uteri 
and thence to the uterus itself*°° Gaskell‘ states definitely that there 
are no cell stations in the inferior mesenteric ganglion for the 
uterus, but that the fibres merely pass through it. 

Langdon Brown® states that ‘although every sympathetic 
impulse has one cell station outside the cord, no impulse passes 
through more than one such station : the excitor fibre runs straight 
to its destination.’’ There has, however, been considerable contro- 
versv as to the site of this cell station. Hoogkamer’® and Keiffer 
hold that there are the ganglia of the cervix uteri and also ganglia 
in the substance of the uterine muscle. Lahdardt,’ Mezincescu® 
and Oudendal'® hold that there is no foundation for the intramural 
system and that there are only the cervical ganglia. 

All authors, therefore, agree that there are the cervical ganglia 
whilst some postulate others in addition, The various authors 
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quoted give only scanty information as to the site of the cervical 
ganglia, but place them at about the level of the internal os. 
Keiffer,! however, mentions details of one case in which the 
postero-lateral zone of the broad ligament at the level of the isthmus 
was the richest in ganglia. 

The material on which this work was done was provided by the 
kindness of all the members of the Honorary Staff of the Liverpool 
and Samaritan Hospital for Women to whom I am greatly indebted, 
and consisted of the whole of the material removed by Wertheim’s 
extended hysterectomy in cases of carcinoma of the cervix. 

No definite attempt has been made to investigate the presence 
or absence of intramural ganglia, but in none of the sections 
examined were any such ganglia seen, nor have they been observed 
in a large number of sections of the uterine wall from operation 
specimens sent to the laboratory for routine examination. 

At first attempts were made to dissect out the cervical ganglia, 
but even with the aid of dissecting binoculars this was found to be 
impossible. Next a block of tissue, centred on the uterine artery, 
was cut out of the parametrium deep enough to include a piece of 
uterine wall and the whole of this was examined by serial sections. 
Latterly this block has been divided into four by cutting through 
the uterine artery from above downwards and from before back- 
wards. The postero-inferior block has been cut serially, every 
thirtieth section being stained and examined. 


With the microtome used this means that the sections examined 
were about 1mm. apart. By this means the ganglia were always 
found if they were present, and any one ganglion usually appeared 
in two consecutive sections at least. The pieces of parametrium 
removed in a subtotal hysterectomy were examined in two cases, 
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and from a vaginal hysterectomy in one case, but no ganglia could 
be found in any of these three. It may be that the shrinkage of 
the broad ligament which occurs, immediately that structure is cut, 
in a subtotal hysterectomy has not been sufficiently appreciated, 
and more specimens of this type will be examined keeping this in 
view. It appears, therefore, that these ganglia, for they are 
multiple, lie internal to the ureter, posterior to the uterine artery 
and at a little distance from the uterine wall. Figures 2 and 3 show 
the typical appearances. 

Lest it should be said that these appearances are due to some 
changes in the nerves produced by the carcinoma, sections were 
_ studied from six patients who died of various other diseases. The 
sections of five of these cases were kindly lent me by Miss Duthie, 
of Leeds, from material she had collected for a paper on embryo- 
logical relics in the broad ligament,’? and to her | express my 
thanks. 

The following list gives the age and cause of death of the six 
patients. In all these cases ganglia were found, showing that thev 
are present at all ages as normal structures and are not changes 
produced in the nerves by pelvic disease. 


Age. Cause of Death. 
7months Broncho-pneumonia. 
3 years Meningitis. 
24 years Cerebral tumour, 
28 years me x Chronic ulcerative phthisis. 
50 vears Peritonitis. 
65 years a6 es Cirrhosis of the liver. 


Finally, I should like to express my thanks to Profs. Glynn 
and Wood and Dr. Leith Murray for much help and encouragement 
in this work. 
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CRITICAL REVIEW. 


The Pathology of the Placenta. 


By Givpert I. Stracuan, M.D., M.R.C.P., F.R.CS., 


Assistant Gynecologist and Obstetrician, Cardiff Royal Infirmary ; 
First Assistant to the Professor of Obstetrics and Gynecology, 
Welsh National School of Medicine. 


(Part of a Report to the Medical Research Council on ‘‘ The 


Present State of Our Knowledge regarding the Human 
Placenta.’’) 


IN two previous reviews in this Journal the writer has considered 
the development and structure and the physiology of the placenta. 
The present review deals with the state of our knowledge regarding 
the pathological conditions found in that organ. 

The structure of the placenta, the many and important functions 
invested in it, and the rapidity of its growth to maturity and even 
senility in nine calendar months are all factors that would appear 
to favour the frequent occurrence of pathological variations in 
structure and function, and the study of the organ bears this out, 
a large number of such pathological changes being found at 
different stages of development. But many deviations from the 
strictly normal are found not sufficiently abnormal to be generally 
classed as pathological, while in a third variety—such as infarc- 
tion—-opinion is divided as to whether the condition found is merely 
a variation of the normal or a definite pathological entity. Again, 
as the placenta is the most important and most vital organ of the 
foetus it follows that at least widespread changes in structure in the 
former are apt to be followed by danger to the life of the latter, and 
in general in this respect it can be laid down that the greater the 
proportion of placenta that is put out of action, that is, separated 
from its nutritive base in the uterine wall, the greater is the proba- 
bilitv of foetal nutrition being so interfered with that lack of 
development or foetal death will ensue. 

For various reasons the pathology of the placenta has not been 
studied to the extent that it deserves, but no other organ is more 
worthy of study, and one cannot but feel that in this neglected 
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fragment, which is often cast out unconcernedly, lies the key to a 
number of important physiological and pathological problems. 
Now the placenta in its entirety consists of chorionic and 
amniotic material and also of one end of the umbilical cord. The 
consideration of the pathological conditions in all these three struc- 
tures would involve the production of a paper of unwieldy size, so 
it is the intention of the writer to confine himself in this review 
mainly to the consideration of the pathology of chorionic tissue. 


INFARCTION. 


The term ‘ placental infarction ’’ is applied to certain degenera- 
tions or vascular changes occurring in the organ usually towards 
the end of pregnancy. They generally appear as pale, hard nodules 
towards the maternal aspect and periphery of the placenta, wedge- 
shaped on section, with the base of the wedge towards the uterine 
aspect. The condition may be sharply defined or more diffuse, 
and in some cases a large proportion of the placenta is involved so 
that foetal life is endangered or destroyed. These infarcts have 
attracted the attention of pathologists for many years, and their 
mode of formation has been accurately described. 

According to the researches of Ackermann, Eden, and Williams, 
the predisposing factor is a degree of endarteritis in the vessels of 
the stem villi. As the result of impaired nutrition coagulation 
necrosis, occurs in the stroma just beneath the syncytium. That 
structure is not at first affected, as it is nourished by maternal blood. 
Fibrin formation then occurs in the necrotic area and later involves 
the syncytium, and hence coagulation of maternal blood occurs in 
the intervillous spaces, the coagulum usually plastering together a 
number of villi. Later, necrosis spreads to the villous stroma and 
finally the definite structure is lost. an appearance of fibrin masses 
containing entangled maternal red blood cells being produced, wit! 
lighter areas here and there representing the last remains of 
degenerated villi. According to this view the interference with the 
blood supply results in the production of a mass of fibrin deposit in 
the area of the placenta supplied by that particular vessel. This 
accounts for the usual wedge shape of these infarctions. 

According to Eden such endarteritic changes are present by the 
seventh month of gestation and represent a process of senile 
degeneration in an organ whose life is short. 
that the placenta is about to resign its office. 

On these grounds, therefore, this type of white infarction is a 
normal process, and all observers will agree that such white patches 
are present more or less extensively in most placenta examined. 
Thus Williams in roce found naked eve infarcts in 66 per cent. of 
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500 placentze examined, and microscopic evidence of the earlier 
changes in every specimen. 

In discussing the structure of the placenta it was pointed out 
that at mid-term Langhans’ cells begin to disappear and that from 
the seventh month onward the syncytial covering of the villi may 
atrophy here and there. This means that the circulating maternal 
blood is no longer confined by smooth epithelium and so fibrin is 
deposited on the surfaces of the villi thus uncovered. With a 
similar process going on in numerous adjacent villi a welding 
together by fibrin masses, as just described, occurs, and the villi, 
being separated from their nutritive base in the maternal decidual 
vessels, gradually undergo coagulation necrosis and disappear. 
Thus endarteritis of the villous vessels is not a necessary factor, 
and numerous later observers have failed to find any vascular 
change of this nature. 


On this account Clemenz and others take objection to the term 
infarction ’’ and suggest instead ‘‘white necrosis’’ of the placenta, 
probably a more suitable term. In themselves these white necrotic 
patches are not of importance unless they involve a large area of 
the placenta, 


oe 


But lesions of a haemorrhagic nature have long been observed, 
and various names such as red infarct, placental apoplexy or 
placental hepatization have been applied to them. They are not so 
common as the white necrosis and are more definitely associated 
with maternal albuminuria or eclampsia, or foetal death or mal- 
development. Cagny found albuminuria in 33 per cent., and 
Martin in 67 per cent. of such cases, while in a series observed by 
the writer albuminuria was present in 77 per cent. 


Hofmeier, and in this country Young, have shown that the 
primary lesion in red infarct formation is some interference with 
the maternal circulation. Young, who constantly emphasizes the 
fact that placental nutrition is from the maternal decidual vessels, 
is of opinion that this interference is usually brought about by 
utero-placental haemorrhage. The first effect of such a heemorrhage 
is suddenly to deprive the related area of the placenta of its blood 
supply : a sudden vascular injury is thus inflicted, as a result of 
which acute dilatation of the chorionic blood vessels occurs. The 
villi enlarge and may appear as mere rims surrounding the dilated 
vessels; they appear to be crushed together and encroach on the 
intervillous spaces, and in this wav only does a section of such a 
placenta resemble the syphilitic organ. The vascular dilatation 
may be so sudden and extreme that actual rupture and haemorrhage 
may occur, as the chorionic vessels are the most friable known. In 
this way a typical red infarction or placental apoplexy is produced, 
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Coagulation of blood in, or coagulation necrosis of, the engorged 
villi thus occurs. If labour occurs immediately the placenta may 
be expelled apparently normal, and these changes be found only 
microscopically, but if some time elapses between the onset of the 
hemorrhage and the expulsion of the placenta fibrinization has 
time to occur in the mass from the periphery, where a white circum- 
ference is first seen. This becomes broader and broader, extending 
inwards until the original hemorrhage is represented only by a 
brownish stain in the centre of what is apparently a white infarct, 
and finally even that disappears. 


Young is of opinion that white infarction is thus merely the 
final stage of red infarction, and while this is no doubt true in a 
number of cases, white infarcts are probably formed usually in the 
manner described in the earlier part of this section. They do not 
all fit into the same category, and probably result from a number 
of different processes. 


Young’s views as to ztiology are supported by this fact, that 
while clinical utero-placental haemorrhage is a rare condition, 
examination of a series of consecutive placentae shows that, in a 
degree too small to cause clinical symptoms but sufficient to separate 
part and usually the central part of the placenta, it is a common 
condition. It is especially associated with albuminuria and 
eclampsia, and Rossier found infarcts three times more common in 
connexion with albuminuria than when it was absent. With Mayer 
the ratio was 4 to 1. On these findings Young has elaborated his 
well-known theory that pregnancy toxzmia and eclampsia are 
caused by absorption into the maternal circulation of toxins 
liberated from necrotic placental foci and absorbed through the 
surrounding healthy tissue. Since Young’s paper appeared in 
1914 several other communications have appeared, mostly in the 
Continental and American medical press by Clamenz, M’Nalley 
and Dieckmann, Adair, Soli and others, the general trend in which 
has been acceptance of Young’s views. Since 1914 nothing really 
fresh has been added to our knowledge of this matter. 

Talbot, in two papers, has ascribed infarct formation to septic 
absorption, usually from the teeth, and he attempts to show that 
apart from malnutrition or death, foetal deformity may occur as a 
result. So far as the writer knows these views are not generally 
supported. 


In albuminuria, then, and especially in eclampsia, the usual 
microscopic change present is greater or less dilatation of the 
chorionic blood vessels, with or without actual haemorrhage, and 
followed by degeneration, 
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INFLAMMATION. 

Inflammation of the placenta or placentitis is an extremely rare 
condition, probably because the epithelium covering the villi 
remains intact until late in pregnancy and because the ovum is a 
closed sac whose adherence to the uterine wall shuts off the placenta 
from infection from the exterior. 

Formerly the changes described as infarct formation and cyst 
ormation were regarded as inflammatory, and the latter were looked 
on as abscesses, but more accurate pathological investigation has 
proved their true nature. 

True inflammation of the placenta may occur as an extension 
from inflammation of the decidua, which is usually gonococcal but 
may be pyogenic, Very rarely abscess formation may be seen tn 
septicaemia from a septic focus anywhere (Williams). 

The most common condition in which inflammatory changes 
are found is incomplete abortion. The inflammatory changes here 
are largely localized to the decidua, which is seen to be infiltrated 
with polynuclear leucocytes which extend to the intervillous spaces, 
where they mix with the red-blood corpuscles. The chorionic villi 
show practically no change beyond a slight degree of vascular 
dilatation and an increased number of Hofbauer cells, which will be 
referred to when discussing syphilis. 

In some cases of prolonged dry labour Slemons has shown that 
bacteria make their way from the vagina to the amniotic cavity and 
multiply there. They penctrate the amniotic surface of the placenta 
and invade the large convoluted vessels, thus gaining access to the 
foetal circulation and causing generalized foetal septicaemia or 
peritonitis. This is one method of intrapartum infection and may 
explain why the foetus dies in some of these cases without obvious 
cause a few days after delivery. Slemons named the condition 
placental bacteremia, and considered it an important factor in 
producing still-birth, but other factors such as intracranial pressure 
enter into these cases, and are probably of much more importance, 

Williams, Franqué and others have found decidual and inter- 
villous leucocytic infiltration in the placenta, but the latter believes 
the condition to arise only after the death of the foetus. 


PLACENTAL SYPHILIS. 

Authorities differ as to whether the changes in the placenta in 
syphilis are characteristic or not, and again there is disagreement 
as to the particular features that characterize the so-called typical 
syphilitic placenta. Other writers are of opinion that there are no 
changes absolutely characteristic of svphilis, and in respect of these 
cleavages of opinion the following points should be borne in mind. 

It must be remembered that syphilitic infection may be of all 
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degrees and it is reasonable to suppose a priori that in the slighter 
degrees of infection the placental evidence of the disease would be 
correspondingly slight, so that in such a case the naked eve or even 
the microscopic appearances of the organ might well be normal. 
In a more severe case the placenta would be involved to a greater 
or less degree, and some if not all of the features to be described 
would be present, not necessarily throughout the entire organ. 
Thus, a section of one part may appear normal and o! another part 
show well-marked syphilitic changes, while a section from a third 
area May appear normal in some ways and syphilitic in other ways, 
constituting a suspicious section. In a well-marked syphilitic case 
not only is the placenta likely to be heavily implicated, but on this 
account foetal life will be threatened or destroyed, so that death in 
utero, followed by the expulsion of a premature macerated foetus, 1s 
likely to result, and care has to be exercised lest the placental 
changes seen in maceration from whatever cause be confused with 
those truly syphilitic. It will thus be readily appreciated that much | 
discussion has from time to time centred round the appearances 
said to be characteristic of foetal and placental syphilis. 

In well marked syphilis the placenta is usually paler, larger and 
thicker than normal. 

The weight ratio of the placenta and foetus in syphilis was first 
investigated by Correa-Dias in 1891, and his finding that the weight 
of the placenta was increased relatively to that of the foetus has 
since been generally confirmed by many workers. The normal 
weight ratio is 1 to 6, or with the cord and membranes removed 
1 to 8 (Holland), In syphilis the heavier placenta reduces the ratio 
to 1 to 4, or even I to 3, but it has to be remembered that normally 
in prematurity the placenta is relatively heavy, and as a large 
proportion of syphilitic placentze are premature this factor has to be 
taken into account. 

Again the normal weight ratio is very variable, varying in a 
particular series (F. J. Browne) of full-time cases from 4.1 to 9.5. 
Thus, one of the latter type of placenta may be increased in weight, 
e.g., up to one-sixth of the foetal weight, and yet not appear to have 
an increased weight ratio, 

In diagnosing placental syphilis, therefore, a particular weight 
ratio per se is not pathognomonic; indeed, Holland says, ‘ heavi- 
ness of the placenta is ..... of scarcely any value as a diagnostic 
sign of syphilis.’’ Greasiness of the organ is also described as a 
syphilitic sign, but it is not stated whether this refers to macerated 
or non-macerated specimens. In maceration the appearance is of 
no value, as it is present whatever be the cause of death. 

Many text-books describe numerous red and white infarctions 
in placental syphilis, and this has recently been supported by 
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Monckenberg and Avilés, who found naked eye infarcts in 32 per 
cent., and microscopic infarcts in 80 per cent. of 50 syphilitic 
placentze examined. Browne, Holland and the writer, however, 
have either failed to find infarcts or have found them very seldom, 
and from the nature of the infection it is not to be expected that 
infarct formation would be frequent. . 

The microscopic characters of placental syphilis were first 
described by Frankel in 1873. In a typical case the individual villi 
are increased in size with the syncytial covering usually quite intact 
and healthy. The intervillous spaces are thus encroached on and 
the section has the appearance of undue packing of enlarged villi. 
The stroma cells have lost the loose embryonic appearance, and 
have proliferated and become more like adult fibrous tissue cells. 
(dema is also present in the villi. But a marked feature is the 
paucity or, in a well-marked specimen, the absence of blood vessels 
in the villi. This is probably due to obliteration of the vessels by 
fibrous tissue constriction. Holland holds that the terminal villi 
have never been properly vascularized by the down-growth of blood 
vessels. Such an event would probably in any organ stimulate 
fibrous hypertrophy, but in the placenta it is difficult to see how the 
foetus could reach any degree of development under these circum- 
stances. 

Thus the picture is of large fibrous non-vascular villi with 
correspondingly small intervillous spaces, and it is these conditions 
that produce the naked eye appearance of pallor and increased size 
and thickness. 

Proliferation of the intima and endarteritis of such vessels as are 
found, and especially of those in the stem villi, is often described, 
but many recent and competent observers have failed to find any 
vascular abnormality, 

Spirochzetes are generally admitted to be very difficult to find in 
the placenta. This is due, according to Routh, to the probability 
of a spore stage in the life history of the spirochetes, the spiro- 
chzetes, but not the spores, being destroyed by the ferments in the 
chorionic villi, while Manduélin considers intense placental phago- 
cvtosis the explanation. Whatever the reasons, spirochetes are 
certainly more scanty in the placenta than in other organs, and 
correspondingly more sections, stained by Levaditi’s method, must 
be studied before they are found. Holland recommends taking 
twenty-four blocks from each placenta and many sections from each 
block. Graefenberg, Thomsen and others, after prolonged search, 
have isolated spirochzetes from one-third of their series of syphilitic 
placentae, but most observers have failed to find them, and in the 
investigation of such a case their ready demonstration in the foetal 
organs removes the necessity for such laborious placental examina- 
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tion. The organism is said to be more readily found in the cord 
(Emmons and others), while Bondi described a polymorphonuclear 
infiltration of the perivascular spaces here as a specific picture, but 
this is not generally accepted. 

Short of actual histological examination, teasing out of the 
placenta will show, in a typical syphilitic case, the individual villi 
thicker and more closely packed than in a normal case, with definite 
clubbing of the ends. 

Now the infection of syphilis may be of various degrees of 
severity and so the placenta may be involved in all degrees. Ina 
severe case the large pale placenta with thick non-vascular villi will 
be produced by a reaction on the part of the organ to a chronic 
irritation, i.e., by a fibrosis, and the encroachment of the intervillous 
spaces together with the non-vascularity of the chorionic villi will 
so interfere with foetal nutrition that death and premature expulsion, 
usually of a macerated foetus and placenta, will follow. In such a 
case and allowing for other causes of maceration, the diagnosis of 
placental and foetal syphilis may be easy. 

But in many cases the degree of infection is slight and the func- 
tion of the placenta is not sufficiently interfered with to prejudice 
foetal life. In many such cases the foetus is born alive at term and 
apparently healthy, and the placenta may be macroscopically and 
microscopically normal. 

Whether any placental changes are present or not in syphilis 
will depend, then, on the virulence of the infection, so that a large 
variety of appearances from normal to that described as typically 
syphilitic may be produced. Thus it is that many investigators 
can find no single appearance or combination of appearances typical 
of syphilis, and declare that there is no such thing as a‘ typically 
syphilitic placenta,’’ and with this view the writer is in the fullest 
agreement. 

Hofbauer has shown that certain large vacuolated cells in the 
villous stroma described by him as being always present in the first 
part of pregnancy, and which stain especially with neutral red, 
persist and multiply in the presence of acute or chronic infection 
and especially in syphilitic cases. They probably arise from the 
original mesenchyme and may be scattered irregularly throughout 
the villi or accumulated particularly in the periphery. In his 
opinion the cellular appearance of the svphilitic villi is due mainly 
to an accumulation of such cells and their derivatives, the polyblasts 
and epithelioid cells, and less to actual fibrous tissue formation. 

Judging from the presence and behaviour of similar cells in 
lymph and hemolymph glands and bone marrow he considers that 
these Hofbauer cells, clasmatocytes or histiocytes, represent a 
defence mechanism against the spirochetes in the maternal blood, 


270 ‘Journal of Obstetrics and Gynecology 


forming a second line of defence behind the chorionic epithelium, 
that they engulf and destroy the spirochetes which are, therefore, 
usually absent from the syphilitic placenta, and that only when they 
are overcome do the spirochetes break through to the foetal circula- 
tion and reach and multiply in the defenceless foetal organs. 

This might explain the cases in which no sign of syphilis can be 
iound in the foetal organs although the mother is Wassermann 
positive and the placenta is typical.’”. Hofbauer says: ‘‘... . we 
have to deal with a progressive development of the connestive tissue 
which eventually results in a scar-like structure, lacking vessels.” 

The reaction of the placenta, therefore, as of most other tissues, 
to chronic infection consists in a defensive fibrosis, 


TUBERCULOSIS. 


Placental tuberculosis is very rarely found. The condition may 
invade the villi from a primary decidual tuberculosis, which is also 
very rare, or it may be a blood-borne infection in maternal miliary 
tuberculosis, the infection being carried via the maternal blood in 
the intervillous spaces. 

The characteristic nodules, according to Eden, are mostly found 
in the interior of the villi, especially towards the periphery but 
seldom actually on the surface. 

Tuberculosis of the decidua vera has been recorded by 
Schrumph, and o: the decidua basalis by Kiirbitz. The effect on 
the foetus varies. It is known that typhoid bacilli and other 
organisms may pass through the placental barrier and enter the 
foetal blood, and in support of a similar occurrence in tuberculosis 
{lauser and Stoeckel have reported proven cases of antenatal tuber- 
culosis. This is, however, a very rare event, and most cases of 
tuberculosis in very voung infants are due to post-natal infection 
in a predisposed subject. Even with a tuberculous mother the 
opinion of Kuss is probably correct that in the majority of cases the 


placenta forms an efficient barrier to the spread of the infection to 
the foetus. 


TUMOUR FORMATION, 


When one considers the structure of the placenta and the various 
active embryonic epiblastic and mesoblastic elements of which it is 
composed, and the rapid changes which they are continually under- 
voing, it is remarkable that unrestrained overgrowth of one or more 
of these tissues with neoplasm formation does not occur more 
commonly than is reported. 

It is especially to be noted that the chorionic epithelium, and 
especially perhaps the outer svnevtium, has as its very function the 
penetration of adjacent vascular tissue and is therefore potentially 
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malignant. That this potential malignancy is usually kept in 
check by the resistance of the deeper layers of the maternal decidua 
and by the formation of the fibrin layer, is only one indication o: 
the delicate balance that has been struck by nature in this and 
many other ways in placentation. Tumour formation is, however, 
uncommon and, as elsewhere, may be simple or malignant in type. 


CHORIOANGIOMA. 

This is undoubtedly the most common simple tumour of the 
placenta, but its occurrence is very rare. 

The condition presents itself as a localized hard, or more often 
semi-solid, lobulated, purple swelling on the amniotic surface of the 
placenta. It is almost always single, but in a few cases more than 
one tumour is present. Vessels from the insertion of the cord are 
often seen to cross the tumour. 

On section oj the placenta the tumour is seen as a localized mass 
of firm consistence and purple colour, resembling an encysted 
haematoma, and indeed a number of these specimens have been 
regarded as hematomata. The tumour is usually sharply defined 
from the normal surrounding placental tissue by a capsule and can 
be easily enucleated, when it is usually found to be attached at one 
point to the capsule by a leash of blood vessels, If opened out it 
may be shown (Johnstone) to be composed of mutually compressed 
lobules like a bunch of grapes, there being a central vascular stem. 

Microscopically the tissue is found to be cavernous, the spaces 
being filled with red blood cells and, if not too large, lined with 
endothelium. The interstitial tissue is usually fibrous and myxo- 
matous, and varies in amount inversely with the degree of dilatation 
of the spaces. At the junction of the tumour and normal placenta 
is a compressed layer of chorionic tissue which forms the capsule to 
the tumour, and beyond this normal chorionic villi are seen. 

This is a short description of a typical case such as the writer 
reported in 1923. 

The first tumour of this kind was described by John Clarke in 
1798; in 1903 Dienst was able to collect 48 cases, Pitha 64 in 1go06, 
while Nebesky in 1914 found 79 cases in the literature. 

Since then a number of cases have been recorded, and lately 
Siddall of Detroit has described a specimen and collected 130 others 
from the literature. The writer has found two others reported 
(Reid and Kingsbury, and Scott), making a total so far of 133 
recorded cases. This number is very small, but it has to be remem- 
bered that all the cases were reported from institutions, and it is 
more than probable that a number have been overlooked. While 
the number of cases is small their occurrence is capricious, several 
observers having reported more than one specimen, while Leopold 
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did not come across a single example in the consecutive examination 
of. 8,000 placenteze, 


Regarding the origin of these tumours various theories have 


’ from time to time been held. Clarke described this tumour as: 


...+.a solitary instance of a formative property in the vessels of 

the placenta,’’ and this is practically the opinion held to-day. 
Virchow described the condition as myxoma fibrosum, while Albert 
described this condition, and also fibroma, angioma, sarcoma, and 
chorionic hyperplasia. 

Most modern observers, however, regard the condition as an 
angiomatous formation in the vessels of the chorionic villi, the 
varying Cegree of dilatation of the spaces and the varying structure 
and degree of myxomatous change in the fibrous scaffolding being 
responsible for the various and numerous names previously applied. 
The time of their formation cannot be determined, as all the 
recorded cases with one doubtful exception (Commandeur-Lacas- 
sagne) have occurred late in pregnancy. 

Veit points out that such tumours cannot be formed before the 
vascularization of the primary villi—the third or fourth week of 
pregnancy—or after the vessels have become more than villous 
capillaries. This is in agreement with Pitha, Albert, Dienst and 
others, but Kraus and Schickele consider that they may form at any 
time during pregnancy. 

The etiology is quite unknown. Endometritis has been sug- 
gested, but this has been found in only one case. Such a case 
would more likely produce a widespread and not a_ localized 
placental condition. ‘‘ Placentitis’’ and hypertrophy compensa- 
tory to infarction have also been suggested. Dienst and others 
considered hypertension in the maternal decidual blood vessels with 
protective hyperplasia of certain chorionic vessels going on to 
tumour formation to be causative, while Pitha and his school con- 
sidered foetal circulatory stasis the cause, either by twisting of the 
early villi or by some constriction at the insertion of the umbilical 
cord. 

Regarding the clinical aspect, the condition has no influence on 
the course of labour. But in about one-third of the recorded cases 
still-birth occurred, while hydramnios was present in about a similar 
proportion of the cases collected by Siddall, the tendency to this 
condition corresponding directly with the size of the tumour. 

Other solid placental tumours are almost unknown. In 19c¢6 
Walz described myxosarcomata of the placenta secondary to a 
sarcoma in the leg, the implantation probably occurring through 
the intervillous spaces, while Senge in 1912 described a “ carcinosis 
of the placenta ’’ secondary to carcinoma of the stomach, the metas- 
tatic route here presumably being as above. 
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Cary in 1914 described a case of sarcoma of the placenta which 
was verified by Whitridge Williams, who has, however, recently 
revised his opinion and who considers it in the light of further 
experience a chorionangioma in which the vascular spaces were 
very small (quoted by Siddall). 


PLACENTAL CysTs. 

Cysts in the placenta usually occur on the foetal surface under 
the amhion, less commonly in the substance of the organ. They 
vary in size from a pea to a cherry, although larger ones are 
described, Ellenbroek’s specimen being the size of a billiard ball. 

They are smooth, not lobulated in outline, and tense or flaccid 
in consistency. They occur in the chorionic tissue, as the amnion 
can usually be easily stripped off them. 

The contents are clear and watery, yellowish, blood-stained or 
grumous, and the liquid is albuminous and contains mucus, cell 
detritus and salts. 

The frequency varies according to different authors from 3 per 
cent. up to 56 per cent. (Kermauner). It is not usual to find them 
so frequently as the latter figure, and in the experience of most ob- 
servers they are very rare. : 

On section of the placenta usually various white infarcts are 
seen, to which the cyst may be adjacent, or it may actually be in 
the interior of an infarct. The wall is usually composed of a 
smooth dull membrane. 

These conditions have been studied and reported especially by 
Kermauner, Ehrendorfer, de Jong, and more recently Eilenbroek. 

Microscopically, the wall is seen to be made of a layer or two of 
large epithelial cells, often degenerated. These are generally 
regarded as Langhans’ cells, while here and there the wall consists 
of fibrin. 

Various views have been put forward regarding etiology. The 
liquefaction of connective tissue by some unknown agency is 
entirely theoretical. In some cases where the fluid is blood-stained 
they may represent old extravasations of blood. 

The authorities quoted are unanimous in regarding them as the 
result of liquefaction of the interior of white placental infarctions, 
and Ellenbroek believes that the essential factor is the softening and 
liquefaction of the Langhans’ cell layer and possibly also decidua, 
especially the so-called decidual septa. 

These cysts usually exert no influence on the course of preg- 
nancy or labour. 


HyDATIDIFORM DEGENERATION. 
Other names for this are vesicular mole, cystic degeneration of 
the chorion, or myxoma chorii, and the essential feature is the 
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conversion of the extremities of the chorionic villi into transparent 
vesicles varying in size from a pin’s head to a cherry, with clear 
viscid contents. 

The condition is too well known to require extensive description, 
and except for tabulations as to frequency of subsequent chorio- 
epithelioma no recent work of importance, so far as the writer 
knows, has been done on the matter. 

The condition was first described in the sixth century (/Etius of 
Amida, quoted by Whitridge Williams), and has been much written 
about since Graienberg’s description in 1565. It was then thought 
that the cysts were true hydatids, that each cyst represented a 
pregnancy, and that they contained ova, and the Countess Hagenau, 
who was said to give birth to 365 embryos at a single labour, pro- 
bably had this condition. 

Marchand, in 1895, showed that the condition consisted essen- 
tially of oedema of the stroma, owing to the failure of this tissue to 
take up the stain for mucin. He thus upsets the previously well- 
established theories of Madame Boivin, who held that it was a 
myxomatous degeneration of this tissue. 

Both layers of the trophoblast are seen to be particularly well 
developed and to break through Nitabuch’s fibrin layer and to 
penetrate deeply, it may be, into the uterine muscle. This is a 
prominent feature in all cases and the similar properties of the cells 
in chorioepithelioma at.once suggested a relationship which has 
since been abundantly confirmed but never exactly defined. 

Regarding causation little is known. The theory of Virchow 
and Veit that it is due to endometritis, although supported by 
Aichel, who claimed to have produced the condition experimentally 
in dogs by interfering with decidual nutrition, has not been 
generally accepted, That the condition is primary in the ovum is 
shown by the occasionally recorded cases of twin pregnancy, one 
being normal and the other hydatidiform. 

Durante’s theory that endarteritis of the villous vessels is respon- 
sible for this condition by interfering with villous nutrition is 
dificult to accept in view of the more recent work of Eden and 
others, who state that this lesion produces one form of placental 
infarction. It is difficult to see how a single factor can produce 
two such different lesions. 

Ballantyne suggested that the primary fault was the non- 
appearance of the embryo, with consequent irregular overgrowth of 
the trophoblast, and that in such specimens as show an embryo 
there has been an original twin pregnancy, one having perished. 

All these theories are obviously mere speculations, and we do 
not know at present either the factors that produce hydatidiform 
degeneration in the chorion or the mechanism of its development. 
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One or both ovaries are oiten the seat of lutein cystic formation 
in this condition. This was appreciated by Marchard and has been 
confirmed by many subsequent observers, but it is not an invariable 
accompaniment. In this case it is supposed that some element in 
the luteal secretion which normally supports the resistance of the 
decidua to the penetrating trophoblast is absent, or inversely that 
the perverted secretion stimulates the trophoblast to over activity. 
This, hewever, is entirely theory, and has never been supported by 
proof. 


The condition may develop in the earliest weeks of gestation, 
and, if so, usually no embryo is present, the results of conception 
being a mass of grape-like vesicles embedded in blood-clot and 
decidual fragments. On the other hand a {full-time placenta may 
show the condition localized to a small—-usually peripheral—part. 
In general, the earlier in gestation the process starts the more of 
the placenta is involved, the more likely is the foetus to perish and 
the uterus to empty itself prematurely. 


The condition is most common in multiparee. Dorland found 
41 per cent. occurring between 20 and 30 vears of age, while Palmer 
Findley in 1917 found 25 to 30 years the most common age. 


Malignancy may be associated with hydatid mole in several 
ways. True malignancy associated with general dissemination 
may be seen, although rarely. These secondaries can be distin- 
guished from chorioepithelioma only by the fact that in the uterine 
wall or in metastases the syncytial or Langhans’ cell masses are 
connected here and there with oedematous chorionic stroma. 


Some invade the uterine wall, following the course of the veins, 
and are thus locally malignant, while actual perforation of the 
uterus, with fatal intra-peritoneal haemorrhage, has occurred. 
This has been observed by Wilton, Ouvry and others, Local 
metastases, especially in the vagina and vulva, occur as purplish 
tumours. In these a few oedematous distended villi are seen 
surrounded by profuse epithelial elements and embedded in blood- 
clot. According to Neumann and Schmit these are derived from a 
malignant mole, but Pick and others, on the assumption that 
normally villi may enter the circulation and be carried to distant 
regions, regard them as not necessarily so, and in support of this 
is the fact that local excision has in certain cases not been followed 
by recurrence. The most important point, however, is the well- 
known sequel of chorioepithelioma. While chorioepithelioma is 
preceded by hydatid mole in from 30 to 50 per cent. of cases, hydatid 
mole is followed by choricepithelioma in a proportion variously 
estimated by different writers. Thus Findley in 1917, reporting 
500 cases, found 31.4 per cent. followed by chorioepithelioma, while 
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on the other hand Teacher considers the percentage below 5, and 
most gynecologists will probably agree with the latter figure. 

Now it is of importance from the point of view of treatment to 
know if a particular case is likely to be followed by chorioepithe- 
lioma, and many workers have investigated this aspect of the matter, 
all without success. Neumann claimed that if the villous stroma 
was involved, chorioepithelioma would develop, while if the stroma 
was not invaded by the proliferating surface epithelium the reverse 
was likely. This has not been confirmed, although most observers 
consider that one tvpe is definitely malignant and the other simple, 
but as Williams savs, ‘‘ the differences are biological rather than 
histological, so that it is impossible to predict the outcome of a 
‘given case by microscopical examination,’’ and Teacher holds a 
similar opinion. 

F. J. Browne claims that large Langhans’ cells in active mitosis 
are of evil prognostic significance and are present only in malignant 
specimens. They tend, by nuclear division without corresponding 
cell division, ultimately to form syncytial-like masses. 

It will be seen from this account that, while a large number of 
histological and other facts are known regarding hydatidiform mole, 
we are still, as in the case of similar semi-malignant changes else- 


where, in the dark as to the true and essential aetiological factor or 
factors. 


CHORIOEPITHELIOMA. 


This condition consists of a malignant proliferation and pene- 
tration of the trophoblast, mostly occurring in early pregnancy 
when this tissue is most active, or in connexion with hydatidiform 
mole where epithelial proliferation is also marked. The history of 
the condition is written in the various theories put forward from 
time to time to explain its occurrence. 

Sanger described the first case in 1889, which arose after an 
eight weeks’ abortion, He considered it a sarcoma of the decidua 
and gave it the name of deciduoma malignum. This opinion was 
supported by Pfeiffer. 

Schmorl and others did not fully agree with Sanger, but it was 
generally considered to be sarcoma about this time. 

In 1895 Fraenkel argued that the condition arose not from 
decidua but from the syncytium and called it svnevtioma malignum, 
while Whitridge Williams showed that cells resembling Langhans’ 
cells were present. 

In that vear, however, Marchand published the paper ‘‘ which 
brought order out of chaos ’’ (Teacher). He showed that both 
Langhans’ cells and syncytium go to form the tumour, and this 
was at once accepted. The syncytium was then regarded as a 
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maternal structure and Langhans’ ceils foetal, and the difficulty of 
imagining a tumour arising from the tissues of two individuals, 
however closely symbiosed, formed an obstacle to the complete 
acceptance of Marchand’s theory until Peters in 1899 showed in his 
ovum that both these trophoblastic layers were foetal in origin. 

This cleared away the last obstacle and numerous subsequent 
observers have confirmed Marchand, who first applied the name 
choriotpithelioma, and whose views are generally accepted to-day. 

A vast literature has grown up on this subject. Williams, in 
his paper, reported 24 cases from the literature; in 1903 Teacher 
collected 198 and Briquel 254 cases respectively, while Vineberg 
was able to collect 533 cases in 1917. Many unreported cases occur. 

It has been shown that trophoblastic proliferation is usual in 
hvdatidiform mole and that this condition may actually become 
malignant or may be followed by chorioepithelioma. On these 
facts Teacher classifies placental lesions of this nature as :— 


1. The simple hydatidiform mole. 
2. Malignant hydatidiform mole, in which there is histologically 


a little more overgrowth or invasion of chorionic epithelium 
with metastases. 


3. Pure chorioepithelioma with no trace of foetal mesoblast. 


4. Connecting (2) and (3) tumours, composed almost entirely 
of epithelial tissue in which a few villi, usually with irregular 
and hypertrophied epithelium, are seen. 


Regarding the last variety Teacher says: ‘‘ There is no better 
example of the demonstration of the relations of a tumour to its 
physiological prototype.”’ 

The condition occurs almost invariably during sexual life, 
although Teacher and others have reported occasional cases occur- 
ring after 50. It usually occurs about 30 vears of age, the average 
in Teacher’s cases being 33 vears. It may occur any time between 
17 and 58 vears, and the cases at the extremes of fertile life are 
probably subsequent to hydatidiform mole. Usually there is a 
history of antecedent pregnancy, and the following table (from 
Frank) shows this relationship as worked out by various authorities. 


Pollosson Hitschmann & 
Teacher : & Violet : Christopholletti : 
188 cases. 455 cases. 240 Cases. 
Hydatidiform mole... 73 (36.6%) 203 (45% 116 (48%) 
Abortion ws (405) 135 (30%) 73 (30.4%) 
Pregnancy at term... 49 (28%) gg (21%) 51 (21%) 
Extra-uterine pregnancy 7 (4.4°) 12 (2.5%) 
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From this it is seen that all agree in finding hydatidiform mole 
the most common precedent condition, and extra-uterine gestation 
the rarest. 

The latent period or period between pregnancy and the onset of 
this condition varies within wide limits. In the cases that super- 
vene within a week or so of the termination of pregnancy the 
probability is that the tumour was in existence during pregnancy. 
Such cases have been recorded by Vineberg, Eden, Kelly, Pick 
and others. 

The longest interval recorded is 31 years by Palthauf and 
Polosson, while three or four years is common. Probably about 
six months may be taken as an average latent period. 

The disease is more common in the fertile. Practically all 
writers bear out this statement; thus in Teacher’s series 4.7 per 
cent. occurred in connexion with the first pregnancy, 15.37 per cent. 
after one preceding pregnancy. He says: ‘‘ It is worth while in 
this connexion to note that in the nine cases in which the disease 
occurred over the age of 50, the average number of pregnancies was 
a fraction over 10; it is, therefore, probable that the high degree of 
fertility ... . is a more important predisposing factor than the 
age.” 

Ladinski, Briquel and Beauregard are all of similar opinion as 
to the close association of this disease with frequent child-birth. 

Chorioepithelioma would appear to represent, in its pathological 
manifestations, an exaggeration of the normal penetrative and 
proliferative activities of the chorionic epithelium, and these must 
always be kept in mind when considering this problem. 

The macroscopic and microscopic appearances are well known 
and only a brie’ description is required. The primary growth is 
usually uterine and appears as a purplish and infiltrating nodule 
which may form « surface elevation or an excavated ulcer, at first 
small and towards the fundus. Later the whole uterus may be 
filled and enlarged with an infiltrating hamorrhagic mass, the main 
bulk of which mav be expelled. 

Microscopically the main thing seen is profuse blood-clot in 
which here and there are masses of syncytium or Langhans’ cells, 
with many intermediate forms. In a section of the uterus the 
muscle is seen to be infiltrated, and sometimes actual erosion of a 
vein by the trophoblastic masses is seen. It is important to note 
that newly-formed vessels or connective tissue in the tumour itself 
are never seen, 

This is the usual or typical appearance, but Marchand and his 
pupil Risel have described an atypical variety in which the uterine 
musele is diffusely invaded not by chorionic masses but by 
individual chorionic cells which may be of various sizes containing 
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one or more nuclei. When an aggregation of these cells is found 
the appearance is suggestive of sarcoma, while in the typical variety 
the appearance is of carcinoma. The same tendency to attack 
small blood vessels is seen, and both forms are equally malignant, 

The appearance of the conditions is malignant, ana tie clinical 
course shows it to be one of the most maiignant imours known, 
but, in spite of attempts by Ewing and others, it 1s not possible 
to determine the degree of malignancy from the histological 
appearances. 

Metastases are common and early, as would be expected from 
the tendency of the tumour masses to erode veins. Occasionally 
the occurrence of metastases is the first clinical sign. They occur 
most frequently in the lungs, vagina, vulva, and liver, and more 
rarely in any other organ or tissue, 

Dorland in his series found metastases in the lungs in .78 per 
cent., in the vagina in 54 per cent., in the kidney, spleen and ovary 
in 13 per cent , and in the brain in 5 per cent. of cases. 

The microscopic appearance of the metastases is usually as in 
the primary tumour. 

While the clinical course is usually rapidly fatal and accelerated 
by the occurrence of metastases, occasionally regression occurs, 
and, indeed, probably more often than in the case of any other 
malignant tumour. 

In 1904 Von Veltis collected eight cases that recovered after 
simple curettage, while Ewing mentions seven cases of cure after 
an incomplete operation; in 1915 Rockafellow reported a case in 
which the uterine and three labial tumours were successively 
removed and a fourth labial tumour spontaneously disappeared. 

After metastases recovery has been reported. Schmauch 
collected 13 cases after vaginal metastases, while in 1go8 Teacher 
reported a case where regression of pulmonary metastases had 
occurred, and showed that healing was brought about by encapsula- 
tion by coagulated blood and eranulation tissue which invades and 
destroys the tumour tissue, and finally replaces it by a fibrous scar. 
He concludes that: ‘The removal of primary chorionenithelioma, 
even after secondary tumours have been established, is therefore 
justified by the results of histological investigation, as well as by 
clinical experience.”’ 

While the uterus is the usual site of primary growth, it may 
be elsewhere ‘‘ectopic choriorenithelioma.’’ In 1913 Cope and 
Kettle reported a case occurring in the Fallonian tube subsequent 
to tubal gestation, and collected 14 others, while in 1914 Risel 
collected 22 such cases, and Williams mentions another. Primary 
growths in the ovarv have been reported by Fairbairn, Risel and 
others. Dougal recently reported a case of this sort, and collected 
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10 others from the literature, also five cases of primary chorio- 
epithelioma of the broad ligament. Sternberg has reported a 
primary tumour of the portio vaginalis, and Frank one at the 
bifurcation of the internal iliac artery. 

In ovarian growths the condition may be associated with the 
rare Ovarian pregnancy, or, as Risel. maintained, the primary 
growth may be uterine and have been completely expelled, or, 
again, the chorionic villi, which are normally transmitted through 
the circulation, may develop malignancy where they settle, even 
although the primary placenta is normal, and in support of this 
are cases reported by Schmorl, Findley and others, where no pelvic 
primary growth was found, although death occurred by metastases. 

Now similar tumours have been reported apart altogether from 
pregnancy, and even in the male. In 1897 Kanthack and Eden 
described a tumour of this sort in the testis. There were numerous 
secondary growths, and the case was called sarcoma of the testis. 
In 1902 Schlagenhaufer published a similar case, while in the same 
vear Pick found a vesicular mole in an ovarian dermoid. Ritchie 
found a partly chorionepitheliomatous tumour in the anterior 
mediastinum of a man with pulmonary secondaries, while Emrys- 
Roberts and Walker Hall described a retroperitoneal chorion- 
epithelioma between the kidneys in a man. Miller and Browne 
have recorded a case in the male originating behind the liver. 

In the testis the primary condition is a malignant teratoma, and 
it has been assumed that included pieces of foetal membranes have 
undergone malignant proliferation, but Risel and most later writers 
do not consider this necessary and believe that the tumour may 
develop from undifferentiated foetal ectoderm in teratomata. 

Since Runge, in 1903, noted that in 63 cases of chorion- 
epithelioma lutein cysts were present in 24 cases, the frequent 
association of these two conditions, as in hydatid mole, has been 
investigated by many workers, but without tangible result, although 


numerous theories have been put forward to explain this undoubted 
fact. 


GENERAL QEDEMA OF THE FatTus. 


This subject has been carefully studied by Capon, who reported 
eight cases. Regarding the placental condition, he says: “.... 
we do not know... . whether the placental cedema is primary 
or secondary in so far as the general foetal oedema is concerned.” 

The weight of the placenta in this condition is usually about 
two pounds, but it may be as high as six pounds (Ballantyne); the 
organ is thick and pale, rather resembling that described as typical 
of syphilis, but it is of a watery appearance and exudes fluid on 
pressure. The cotyledons are prominent, and may pit on pressure, 
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and the intervening sulci are deep. Small placental haemorrhages 
and infarcts may or may not be present. 

Microscopically, enlargement of the villi is seen, — partly to 
cedema and partly to a connective-tissue hypertrophy. The tropho- 
derm is usually normal, although Schumann has demonstrated 
vacuolation and degeneration here. The enlargement of the villi 
causes a crowding together and an appearance very similar to 
syphilis. There may be mutual pressure at certain places, so that 
the maternal blood supply is cut off, and here the trophoderm 
disappears. The chorionic blood-vessels become compressed by 
newly-formed intravillous connective-tissue, but seldom is there 
the complete absence as seen in syphilis. Capon considers the 
condition as representing an attempt on the part of the placenta 
to increase its total absorptive area as the result of stimulation by 
toxins in the maternal circulation. 


MACERATION. 
The placenta and foetus in maceration were studied by the writer 
in 1922. In this condition, irrespective of cause, there is a 
greenish slimy appearance of the amniotic surface, due probably 
to continued contact with altered amniotic fluid. Otherwise the 
placenta shows the changes characteristic of the condition bringing 


about death, e.g., pallor and thickness in syphilis, or extensive 
infarct formation in albuminuria and eclampsia. When determin- 
ing the cause of death in a case of foetal maceration it is essential 
to have the placenta for examination, otherwise it may be impossible 
to give an opinion. In some cases there is no obvious placental 
lesion, and the cause mav require to be sought elsewhere, e.g., 
maternal diabetes. 

Microscopicallv, apart from the annearances of the causative 
lesion, there is a general sense of degeneration of the villous 
structure, with poor definition of stroma cells and syncytial nuclei. 
Holland describes three changes in the villi in maceration : 
excessive hvaline degeneration of the stroma; collapse of the blood- 
vessels and ultimate disappearance of endothelium from hyaline 
degeneration ; and overgrowth of the chorionic epithelium in the 
form of granular and densely nucleated masses. 

Except in such cases as svphilis or albuminuric infarction there 
is no evidence to show that the histological changes are influenced 
by the cause of placental death preceding maceration. 


In this review an attempt has been made to present in as short 
a space as possible the present state of our knowledge regarding 
pathological processes as they affect the placenta. While the 
appended bibliography may appear large, it has been made as 
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small as possible, and in certain of the papers quoted a fuller 
bibliography on particular conditions will be found. 

It has been found necessary to omit the consideration of such 
matters as anomalies of position in ulero, variations in size and in 
attachment of the cord, placenta marginata, and some other minor 
conditions, owing to the space already taken up by more important 
conditions, 

The writer gratefully acknowledges the debt that he owes to 
tue information derived from these sources, and to his various 
friends who have been kind enough to supply illustrations. 
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Fic. 1. Photomicrograph of a white “infarction” of the 
placenta (Strachan). The villi are seen as lighter areas in 
various stages of degeneration in the darker mass of 
fibrinoid material which glues them together. Several 
unaltered villi are seen in the lower part of the field. 


lic. 2. The placenta in a case of eclampsia. Note the 
crowding together and enlargement of the villi together 
with dilatation of the villous blood vessels, Some intervillous 
fibrin is seen. 


“IG. 3. wmorrhagic infarction o 
Fic. 3. H hag farction of the placenta. The 
upper section shows the hamorrhagic mass in the interior 


of the placenta while the lower section, the next one in the 
series, shows the fibrin deposition at the periphery. 


Fic. 4. Photomicrograph of a syphilitic placenta. The 
individual villi are enlarged, obliterating the intervillous 
space. The surface epithelium is intact and there is no 
sign of fibrin deposition Note the avascularity of the villi. 
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Fic. 5. Villus of a syphilitic placenta to show the large, 
vacuolated Hofbauer cells. Reproduced by kind permission 
of Professor Hofbauer, 


Fic. 6. Photomicrograph of hydatidiform mole to show 
the distended, avascular, myxomatous villi with intact and 
hypertrophic trophoblastic epithelium, buds of which form 
giant cells between the villi. The decidua is also seen, 
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Fic, 7. Chorioepithelioma of the uterus (kindly lent by 
Professor B. P. Watson and Dr. Freeland Barbour). High 
power microphotograph showing the multinucleated svncy- 
tial mass invading the uterine muscle. 


Fic. 8. Chor oangioma of the placenta (Strachan). Low 
power photomicrograph to show the junction of the tumour 
and normal placenta. ‘The cavernous spaces of the tumour 
are seen, then compressed chorionic material forming a 
capsule, and beyond that normal placental villi. 
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Fic. 9. ‘The placenta in general cedema of the faetus 
(kindly lent by Dr. Eardley Holland). The villi are 
enlarged but are not dense and avascular; the stroma is 
loose and cedematous. 
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CLINICAL REPORTS. 


Two Cases of Double Ureter Complicating Wertheim's 
Hysterectomy. 


By Wo. FLetcHer Suaw, M.D., 
Professor of Obstetrics and Gynecology, Manchester University ; 
Hon, Gynecological Surgeon, Manchester Royal Infirmary ; 
Hon, Surgeon for Women, Si. Mary’s Hospital, Manchester. 


During the last few years many papers have been written upon 
the duplication of the ureter and a large number of cases collected. 
These cases are usually divided into four categories: complete 
and incomplete bilateral ; complete and incomplete unilateral. 

In the cases with incomplete duplication of the ureter the 
duplication usually occurs in the upper part of the ureter, and in 
all cases where the ureter is double there is a tendency for the 
pelvis of the kidney to be doubie and, very frequently, the kidney 
also. 

Braasch and Scholl,! in a report of 144 cases at the Mayo Clinic, 
gave the following percentages showing the frequency of occurrence 
in the various types. 


Incomplete unilateral ies ... 68.7 per cent. 
Complete unilateral 

Incomplete bilateral 

Complete bilateral 


Thus it is seen unilateral duplication is by far the most common, 

In complete duplication crossing of the ureter often occurs just 
above the bladder, but occasionally the ureters are wound round 
each other or they are in close apposition, and may be enclosed, 
partially or entirely, in one common sheath. 

This condition is chiefly of importance to the general surgeon 
and urologist, and much can be found in the literature about the 
diagnosis and prognosis of this condition. To the gynecologist 
it can only be of particular importance from possibility of the 
occurring in a patient upon whom we wish to perform a Wertheim’s 
hysterectomy. 
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1 first met this abnormality 20 years ago when making a post- 
mortem examination. The ureter in this case was completely 
double on both sides, Dut at that ume | was not performing 
Wertheim’s iysterectomies, and was more interested in the 
obstetrical complication whicn caused the patient’s death than in 
this anatomical peculiarity, and so did not publish the case. I 
did, however, remove the whole specimen with the bladder and 
kidneys, and it is still mounted in the museum of St. Mary’s 
Hospital. 

Up to July of last vear | had periormed about 150 Wertheim’s 
hysterectomies for carcinoma o° the cervix, and never met with 
this abnormality ; then in a period of 10 davs | encountered it in 
two cases out of three consecutive ones. 


Caset. Mrs. L.., 47 vears of age, 13-para, had carcinoma of the 
cervix, which { treated with radium, as is my usual custom; and 
five days later, on July 20, 1925, did a complete Wertheim’s 
hysterectomy in St. Mary’s Hospital. Following my usual 
procedure, | tied the infundibulo-pelvic ligaments and round liga- 
ments on eaci side, opened the top oi the broad ligaments, and 
found the ureter by digitally examining the posterior layer of the 
peritoneum between the finger and thumb. This was very easily 
done on both sides. 

On the left side the ureter was easily separated up to its insertion 
into the bladder and | then found it was not crossed by the uterine 
artery as in normal cases. Further dissection showed the uterine 
artery to be under the ureter, an abnormality | have never come 
across before. This abnormality and the relationship of these two 
structures made me think there might be a double ureter and a little 
further dissection, under the artery, revealed the other ureter, which 
was easily lifted from its bed after I had tied and divided the uterine 
artery. 

The ureter was duplicated up to the brim of the pelvis; beyond 
this | could not definitely decide as the two branches came into close 
contact, and by palpation through the peritoneum I was not able to 
separate them in the abdominal cavity, but in all probability the 
duplication would be complete up to the kidney, as partial duplica- 
tion usually occurs in the upper half. 

The kidney appeared to be normal, as was the ureter and kidney 
on the right side. 

This patient made an uninterrupted recovery. 


Case 2. Mrs. J., 51 years of age, 9-para, menopause two years 
ago, was brought to me because of slight hamorrhage of three 
months’ duration. T found carcinoma of the cervix, and on July 
31st, 1925, did a Wertheim’s hysterectomy in the Manchester Royal 
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Infirmary. The operation was quite straightforward except for the 
fact that the right ureter was apparently very much thickened, being 
represented by a cord almost the thickness of a little finger. 1 
teased this out and found it consisted of two ureters, bound together 
by loose connective tissue. 1 was only able to trace the two ureters 
up to the brim of the pelvis though the thickened cord could be felt 
through the peritoneum to its insertion in the kidney and so, in all 
probability, the ureter was duplicated up to its insertion, 

For the first four days the convalescence was quite normal and 
an average quantity of urine was passed, but on the fifth day there 
was a sudden rise of temperature to 102° which remained at this 
height intermittently all the next day and up to 101° on the 
succeeding day when it dropped to normal, and remained so for two 
days when the patient died. Accompanying the sudden rise of 
temperature was pain in the right loin and a distinct tender swel- 
ling. On the third day of the temperature there was blood in the 
urine, though, for the first two days of the temperature, the urine 
seemed quite normal. 


Mertz? states that patients possessing a double kidney are more 
liable to disease of these organs than when the kidney is normal. 
Moreover, when the ureters are closely bound together, they are 
more liable to produce stasis. 

The probable explanation of this death is that suppression 
occurred on the right side but was overlooked, as the left kidney 
excreted more urine. Following this a pyelonephritis developed on 
the right side which caused the patient’s death, though it is curious 
the temperature was normal for two days before death and the 
kidney remained swollen although discharge occurred from it as 
was shown by pus and blood appearing in the urine. This is only 
surmise. One of my surgical colleagues kindly saw her with me, 
but we were unable to form a definite diagnosis and, unfortunately, 
a post-mortem examination was not allowed. 

In the first case the ureters were separated by a considerable 
distance and, but for the abnormal position of the uterine artery it 
is quite likely I should not have detected the duplication and might 
quite easily have cut one of the branches. 

The second case presented no difficulty at the time of operation : 
the ureters were bound together by a considerable quantity of 
connective tissue so as to form a thick band, and it was only by 
teasing out the tissue between that I separated these ureters. In 
this case it was very unlikely that either of the ureters would have 
been damaged, but I cannot help thinking that the patient’s death 
was due to this abnormality. 

In searching through the literature on this subject I can only 
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find one case recorded in which double ureter was found during the 
performance of a Wertheim’s hysterectomy. 

Worrall? reported this case in 1914 and did not discover the 
complication at the time of the operation. Twenty-four hours later 
the patient had only passed one ounce of urine and so he reopened 
the abdomen and found that the ureter was duplicated on both sides 
and that one branch on each side had been cut, but he was able to 
implant the ends into the bladder. 

Convalescence was complicated by double pyelonephritis, but 
eventually the patient made a good recovery. 

He states that Wertheim only discovered double ureters in four 
cases out of 500 Wertheim hysterectomies. 

This complication is a rare one, but it is one we should keep in 
our minds when performing Wertheim’s hysterectomy. 
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Two Cases of Utriculoplasty for Uterus Bicornis Unicollis 
(symmetricus) followed by Repeated Pregnancies. 


By H. LeirH Murray, M.D., Ch.B. (Aberdeen), 
Hon. Surgeon, Liverpool Maternity Hospital; Hon. Gynecologist, 
Northern Hospital, Liverpool. 


THE two cases now recorded are instances ot utriculoplasty for 
uterus bicornis unicollis (symmetricus) followed by repeated preg- 
nancies. They present the non-gravid uterus as an organ capable 
of maintaining its integrity during child-bearing after a complete 
hemisection of the corpus and confirm Munro Kerr’s! and Bonney’s? 
experience of the same operation. 

In considering them it must be remembered that the factors for 
sound union are inevitably greater in the non-gravid than in the 
post-partum uterus; in this latter, as the result of the continuous 
involution that follows delivery, there is no physiological rest. 

They have, too, a distinct bearing on the operation of myomec- 
tomy in relation to the integrity of the uterus in any future 
pregnancy. It may, however, be argued that an incised wound 
such as is made in utriculoplasty is different from the ragged sur- 
faces of an enucleation operation. 

Case 1. Mrs. R. (17/12/19), aged 25, nulliparous, married six 
years; complaint, severe hamorrhage—seven day periods with 
fourteen day intervals. There was a swelling of the uterus which 
was believed to be a fibroid, and the abdomen was opened. A 
bicornute uterus (uterus bicornis unicollis, symmetricus) with 
normal appendages was brought into view. A mesial wedge was 
removed, completely obliterating the double cavity of the corpus. 
The two uterine flaps were stitched together with catgut to produce 
a very normally-shaped uterus; there was no difficulty in apposition. 
The piece removed (so far as it could be measured after operation) 
was two inches long vertically and 12 inches antero-posteriorly. 
The patient was menstruating at the time and before closure the 
endometrial gutter on each side was curetted. The operation was 
performed on December 17, 1919; a coloured discharge persisted 
until January 11, 1920. She was delivered on April 7, 1922, 1.e., 
about sixteen months later, at thirty-four weeks of pregnancy of a 


1. Munro Kerr. Proc. Roy. Soc. Med. (Sect. Obst. and Gyn.) 1920-21, vol. 14, p. 190. 


” ” ” ” 5/6/24, p. 123. 
2. Bonney. Brit. Med. Journ., 9th March, 1918, p. 278. 


290 Journal of Obstetrics and Gynecology 


baby weighing 4 pounds g ounces; this child survived and is living 
to-day. A second child was stillborn at the 33rd week as the result 
of placenta praevia. When last seen in April, 1925, she was twenty- 
two weeks’ pregnant ; unfortunately she has been lost sight of since 
that date. , 

Case 2. Mrs. R. (20/10/20), aged 34, married eleven years, with 
a history of two children—the last five years previously. Her 
complaint was hemorrhage, her periods occurring three days every 
fortnight; pain in the back and left side of the abdomen were also 
complained of. The uterus was enlarged, retroverted, and could 
not be lifted up. The appendages were tender and prolapsed. On 
opening the abdomen a bicornute uterus was found, bound down by 
an adhesion to the pouch of Douglas. The appendages were 
slightly adherent on the left side but were otherwise normal; they 
were released and a utriculoplasty was carried out followed by a 
ventral suspension. The patient developed acute dilatation of the 
stomach, required lavage, but soon recovered. 

The operation was performed on October 20, 1920, and bleeding 
lasted only a week. Dr. Grant of Carlisle was good enough to 
report to me that the patient was delivered on December 12, 1921, 
i.e., fourteen months later, of a living child weighing g pounds; 
neither chloroform nor forceps were necessary. A second normal 
confinement occurred on September 3, 1923. 
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Fig. 1. Section throughout the whole 
ovary and gestation sac, showing the 
corpus luteum. 


Fig. 2. A high power magnification of one of the gland- 
like spaces. The dotted area in Fig. 1 indicates the area 
from which this photo is taken, 
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A Case of Ovarian Pregnancy. 


By W. W. Kine, M.B., Ch.B. (Bristol), F.R.C.S. (Edin.), 


Lecturer in Gynecology, University of Sheffield; Hon. Surgeon, 
Jessop Hospital for Women. 


OvaARIAN pregnancies are sufficiently uncommon to justify their 
record. The example of this condition here related is similar to 
that published in a recent number of this Journal by Gilmore and 
others,! in that the gestation sac is in very close apposition to a 
large corpus luteum. The significance of this relationship is not 
apparent but further observations may serve to show whether it is 
due to some chance association or to an etiological fact as yet 
unrecognized. My specimen has also some resemblance to one 
which occurred in the service of Sampson and which Lyle Sutton 
recorded.?_ In Sutton’s case gland tissue of endometrial type was 
found in the walls of the gestation sac, and he emphasizes the 
probability that the fertilized ovum would select such tissue for 
implantation if it were available. The suggestion is intriguing but 
the rarity of peritoneal implantation of an ovum and the frequency 
of endometrial tissue upon the pelvic peritoneum are facts which 
must not be lost sight of. In my case gland-like spaces have been 
found in relation to the base of the embryonic sac, but, as thev are 
not surrounded by a definite stroma, it is not certain that they are 
endometrial in origin, 

The specimen was removed from a woman aged 30. She had 
had two children, the last of which was born six years previously. 
She had not had any miscarriages, She had never had any illness 
but the last child contracted ophthalmia neonatorum which may 
perhaps indicate a gonococcal infection at the time of parturition. 
Eight days before admission the patient had a ‘‘ modified period "’ 
which continued for five days when she was seized with acute 
abdominal pain and collapse. Two days later she was admitted to 
the Jessop Hospital. Her general condition was good. A tender 
mass was felt to the left of the uterus which was thought to be a 
tubal abortion. 

At operation this mass was found to be composed of a little 
blood-clot and an hemorrhagic tumour of the ovary, the size of a 


1. The Journal of Obstetrics and Gynwcology of the British Empire. 


2. The American Journal of Obstetrics and Gynecology early in 1924, 
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ien’s egg. The ovary retained its normal anatomical relationships 
and attachments to the uterus and broad ligament. The left 
Fallopian tube, which was normal, was quite separate and not 
adherent to the ovary, The ovary was removed without the tube. 
The patient’s recovery was uneventful. 

After hardening, the specimen measured 4.0 x 3.0cm. On 
section through its long axis: the tumour was seen to be com- 
posed of ovary, and a_ gestation sac, measuring 1.5 cm. in 
diameter, attached to its inner pole in close relationship to a well- 
marked corpus luteum. There were no tar-cysts seen on the cut 
surface of the ovary, and its outer surface was so covered with 
adherent blood clot that the presence or absence of surface endome- 
triomata could not be determined. The low-power magnification 
(figure 1) of the whole surface shows the relationship of the various 
structures. Other sections showed that the chorionic villi were 
healthy and that they were attached to the ovary close to a corpus 
luteum with only a very small amount of ovarian connective tissue 
containing a few decidua-like cells intervening. The ovarian wall 
could be traced up over about one-third of the sides of the gestation 
sac. The rest of the wall was composed of blood clot. At one 
side of the site of attachment of the ovum gland spaces lined with 
columnar or cubical epithelium could be seen. These spaces con- 
tained no blood and were not surrounded by endometrial stroma ; 
they could, however, be traced right through a series of sections 
cut from one half of the tumour. I think that they do represent 
endometrial tissue, but I cannot claim that the point is proved. 

The specimen is undoubtedly one of ovarian pregnancy, and, 
irom the fact that the ovarian wall can be traced so far around the 
gestation sac it appears to be almost certain that the implantation 
was primarily in the ovary rather than a secondary implantation 
upon its surface from the Fallopian tube, 
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Fig 3. Two further gland-like spaces, one 
large, and a smaller one at the lower edge of the 
photograph taken from the same area. 


Fig. 4. Showing chorionic villi and 
the edge of the corpus luteum to the 
right. The larger of the two gland-like 
spaces shown in Fig. 3 can be seen on 
the left. 
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A Case of Dicephalus Dibrachius Dipus causing Obstructed 
Labour.* 


By Frances Ivens, M.S., M.B. (London), 
Hon. Surgeon, Liverpool Maternity Hospital, 
and 
KATHLEEN EDGECOMBE, M.B., Ch.B. (Liverpool), 
Obstetric Assistant, Liverpool Maternity Hospital. 


AN example of this unusual type of monstrosity recently occurred 
in the Liverpool Maternity Hospital. 

Mrs. A. E., aged 24, primipara, had been married three vears. 
She had felt well during pregnancy, and had not consulted a doctor 
for ante-natal examination. Labour started on September 22nd, 
1925, at 5.30a.m., a midwife being in‘ attendance. A breech pre- 
sentation was diagnosed and labour continued until two days later, 
when the breech was delivered to the umbilicus. 

As there was no further progress the midwife summoned a 
doctor who, with the assistance of a colleague, pulled down the arms 
under anesthesia, but was unable to deliver the after-coming head, 
and sent the patient into hospital at 10.30a.m., September 24th, 
after she had been in labour 53 hours. On admission the patient 
was pale and exhausted; her pulse-rate was 112, and her tempera- 
ture 97.6°. 

The uterus was almost tonically contracted, but a large sausage- 
shaped tumour was visible, having two rounded prominences above 
the brim of the pelvis, the higher prominence being situated in the 
left iliac fossa, 

The uterus was contracting strongly, pains occurring every 
minute with incomplete relaxation between the contractions. The 
abdomen was acutely tender. There was some hemorrhage from 
the lacerated and oedematous soft parts. The legs, body and 
arms of a small dead child protruded from the vulva, the back being 
in front. 

The patient was anzsthetised, and the haemorrhage was found 
to be coming from a vaginal tear extending high into the left fornix. 
A thickened band could be felt in the left side, feeling like an incom- 
pletely dilated rigid cervix, but this was not present on the right 


*Read at the North of England Obstetrical! and Gynecological Society on 
January 15th, 1926. 
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side and was probably the stretched neck of the leit head, while the 
right head was extended immediately above the brim. The child’s 
body was rotated, so that its abdomen faced the mother’s left thigh. 
Delivery was then effected by a combination of the Prague method 
with jaw flexion and supra-pubic pressure. The second or left 
head followed immediately, and it appeared probable that the 
rotation of the body had released the twist of one neck round that 
of the other and so made delivery possible. Subsequently a frac- 
ture of the first neck was found. : 

The single placenta was expelled spontaneously. After delivery 
the perineum and vulva were found to be badly lacerated, portions 
of the levatores ani hanging loose on either side of the wound. 

After a mercurial douche (1 in 2,000) the bruised tissues were 
cut away, and the lacerations were repaired with silkworm gut. 
Good union resulted. 

Apart from slight pyrexia due to a urinary infection (B. coli), the 
puerperium was uneventful. 

When seen two months after delivery the patient stated that she 
had never felt better, and was beginning to perform her usual 
household duties. The perineum had completely healed and mictu- 
rition and defecation were normal. 

The Wassermann reaction was negative or indefinite on two 
occasions, 


The specimen is one of a double-headed monster or Dicephalus 
Dibrachius Dipus—a female weighing 6 pounds 15 ounces. There 
are two distinct heads, two arms, two legs and a single body, which 
shows, however, on X-ray examination, two distinct spinal columns, 
approximating in the sacral region. The shoulders are broad and 
there is a tag of skin in the supra-sternal region. The two heads 
are flattened on the inner surfaces where they have been in contact. 


DISSECTION BY Mrs. BARTON HALL. 


There are sing'e abdominal and thoracic cavities, with one 
sternum and two clavicles. There is a single heart and pericardium 
with one auricle and two ventricles, two aorta, two pulmonary 
arteries, two superior vena cave and one inferior vena cava. The 
right aorta supplies the right head and upper limb only; the left 
aorta supplies the tet head and upper limb and continues as a 
normal thoracic and abdominal aorta. 

There is a trachea from each head leading to four lungs in four 
pleural cavities. The organs developed from the branchial 
arches, and clefts are duplicated (tongue, thvmus, thyroid). 

The alimentary canal is duplicated as far down as the duodenum, 
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The right stomach opens into the first part of the duodenum. 
The spleen is single and in a normal position on the left side. 

The liver is normal in position. An accessory lobulated portion 
continuous with the normal liver appears to have herniated through 
the diaphragm and lies in the thoracic cavity, posterior to the heart 
and pericardium. 

There is a single gall bladder and bile duct, the pancreas being 
double. 

Below the duodenum the alimentary canal is single. The 
kidneys, ureters, suprarenals and female pelvic organs are those of 
a single foetus. 

On deep dissection a complete fracture of the right neck was 
found, the spinal cord of that side having been dragged upwards 
and lying in a loop at the site of fracture. 


COMMENTS. 

As all double malformations develop from a single ovum there 
was in this case a single placenta and single chorion. 

In certain conditions dicephali are-eapable of living. The best 
known example was Ritta Christina, born in Sardinia on March 13, 
1829. These twins of female sex had four upper and two lower 
limbs (Dicephalus Tetrabrachius Dipus). The vertebral columns, 
separate above, were joined below by a rudimentary os innomina- 
tum, and there was also union of the two manubria. In this 
malformation union of the internal organs often occurs. 


MECHANISM OF [LABOUR. 

In this case a pelvic presentation was favourable, as one head 
could pass after the other. It has been recommended to draw the 
trunk when expelled up over the abdomen of the mother, so as to 
bring the posterior head into the hollow of the sacrum, the second 
head then slips up anteriorly above the pelvic brim and remains 
behind. 

Blacker! (1912) notes that of 12 cases of dicephalus recorded in 
the Transactions of the Obstetrical Society (seven in Playfair’s 
paper (1867) and five after that date), in four the breech presented, 
and that when care was taken to cause the two heads to enter the 
pelvis one after the other they passed through without difficulty. 


1. Birnbaum. Malformations and congenital diseases of the foetus. Trans- 
lated and annotated by Blacker, 1912. 


A Case of Naegele Pelvis.* 


By Frances Ivens, M.S., M.B. (London), 
Hon. Surgeon, Liverpool Maternity Hospital, 
and 

R. W. BrooxrieLp, M.B., Ch.B. (Liverpool), 
Obstetric Assistant, Liverpool Maternity Hospital. 


A CASE of this abnormality was admitted to the Rest Home of the 
Liverpool Maternity Hospital on 16 September, 1925, under the 
care of Miss Ivens. 

History. There had been two previous pregnancies, the first 
terminating in a difficult delivery with the forceps, the child being 
born dead; the second was by an induction of labour at the 38th 
week, the child weighing 5 pounds 15 ounces, and surviving. 

The patient was 23, of medium stature and in good general 
health. There was no lameness, but an inspection of the pelvis 
showed a slight obliquity from the right, downwards towards the 
left. The right anterior superior spine and the left posterior 
superior spine were more prominent than their fellows. The labial 
cleft also deviated slightly downwards and to the left. 

On vaginal examination the right ileo-pectineal line was felt to 
be straight, reducing considerably the capacity of this side of the 
pelvis. The right ischial spine also formed a very marked projec- 
tion into the pelvic cavity. The symphysis pubis was markedly 
deviated to the left side. The leit side of the pelvis felt approxi- 
mately normal. 

The measurements of the pelvis were as follows: interspinal 
8} inches, intercostal 10 inches, external conjugate 8? inches. 

The distance from the right posterior superior spine to the le‘t 
anterior superior spine was 8.2 inches, and that from the le‘t 
posterior superior spine to the right anterior superior spine was 
7.5 inches, showing a difference therefore of about three-quarters 
of an inch. 

The diagonal conjugate was 3.9 inches and the transverse of the 
outlet 3 inches. 

On her admission to the Rest Home, at about the 38th week, the 
patient was found to have a purulent vaginal discharge, coming 


*Read at the North of England Obstetrieul and Gyniecological Society on 
January 15th, 1926, 
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mainly from the cervix, and also two vaginal cysts. Vigorous local 
treatment was adopted, but an induction of labour was felt to be 
contraindicated on this occasion and pregnancy was allowed to 
proceed to term. Caesarean section was performed on 26th Sep- 
tember, a female chiid weighing 8 pounds 4 ounces being delivered 
irom the leit occipito anterior position. 

A prophylactic dose of 10 cc. antistreptococcal serum was given 
to the mother, and she made an uninterrupted recovery, being 
discharged on the fourteenth day after the operation. 

Aetiology. Enquiries were made from the patient’s mother as 
to any history of deformity in any member of the family and of 
dystocia in the females, and those of the latter who had been preg- 
nant had had normal deliveries and healthy families. There was 
no history of the patient having been lame or suffering from any 
serious illness during infancy or adolescence. 

The only conclusion seems to be that the deformity was due to 
a defect in development of the right ala of the sacrum. 

Comments. The obliquely contracted pelvis of Naegele was 
observed first in 1802, and in 1839! he published a monograph on 
35 specimens, one from a mummy. ,. 

It is a developmental defect due to absence of one lateral mass 
of the sacrum, and bony union of the sacrum with the ilium is 
usually present. The bones are otherwise healthy. There is 
compensatory scoliosis of the lumbar portion of the vertebral 
column with its convexity on the diseased side. The obliquity is 
caused by the unequal pressure of the body-weight and the upward 
thrust of the femora on each side. On the defective side the femur 
is nearer the middle line than on the sound side, so that the pressure 
is upwards rather than outwards. On the sound side the aceta- 
bulum is further outwards than usual, the wing of the ilium looks 
more forwards and less inwards than usual, and the symphysis 
pubis is pushed over to the sound side. 

On the defective side in consequence of the more directly upward 
pressure the ilium between the acetabulum and synchondrosis is 
compressed and thickened, and the ischial tuberosity and spine are 
displaced inwards, upwards and backwards. 

All specimens described are exactly alike, and there is no sign 
of bone disease. The defective development of the sacrum is the 
essential condition, although it has been suggested that the synos- 
tosis results from destructive inflammatory changes, but cases have 
been described in which svnostosis is not present, 

Frequency. In 1861 Thomas recorded 50 cases, and the entire 
number and as far as we can ascertain the number of recorded 
cases is not more than roo. 


Effect upon Labour. To allow for the natural termination of 
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labour the head of the child must be small and must enter the pelvis 
with the occiput towards the obturator foramen on the sound side. 
In the reported cases of labour only a quarter of the children have 
survived. Litzmann stated that in pre-antiseptic days 22 out of 28 
mothers died in the first labour. 

Pinard? in one case performed ischiopubiotomy on the diseased 
side, but was criticized by Budin on the ground that ankylosis at 
one sacro-iliac joint might prevent expansion of the pelvis. 

1. Naegele. Das schriigverengte Becken Mainz, 1839. 
2. Pinard. De l’ischio-pubiotomie on operation de Farabeuf, Annales de 
gyn. et d’obstet, 1893, xxxix, 139-143. 
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Osteomalacia in China. 


To the Editor of the 
JOURNAL OF OBSTETRICS AND GYNAECOLOGY 
OF THE BritisH EMPIRE. 
SIR, 


In our paper on ‘* Osteomalacia in China,’’ published in the 
autumn edition of the JoURNAL, the second illustration shows the 
normal standing position of a patient with osteomalacia. The 
history of this patient may interest your readers : 


On page 440 | wrote: ‘In June 1924 we had in the wards 
a woman who presented a typical picture of osteomalacia, and 
had come down from northern Shansi, a day and a _half’s 
journey to the Hospital, as a case of paralysis.’ We treated 
her and sent her home much improved, telling her that she 
might safely have another child, but it would have to be 
delivered by Czesarean section. 

Shortly after | arrived back in Peking in September 1925, 
the same woman came down from Shansi in the ninth month 
of pregnancy, having been perfectly well during her carrying 
period, and presenting no signs of the renewal of the disease. 
We did a Czesarean section on her, tied her tubes at her request, 
and sent her home with a fine boy. 


This case bears out what we have stated in another part of the 
paper, that it is perfectly safe, provided a patient is willing to alter 
her diet and take a certain amount of cod liver oil in order to 
secure proper calcium metabolism, to proceed to another pregnancy 
and expect a perfectly satisfactory result. It is also interesting to 
note that in one of the districts of Shansi Cesarean sections for the 
disease are distinctly diminishing pari passu with a very large 
importation and sale of cod liver oil. \ 


I am, 


Yours faithfully, 


J. Preston MAXWELL. 


TECHNIQUE. 


The Technique of the Closure of Laparotomy Incisions.* 
By Professor W. Biair BELL, M.D., B.S. (London). 


(From the Department of Gynecology and Obstetrics, The 
University, Liverpool.) 


INTRODUCTION. 


OF recent years the general surgeon and the gynaecologist have, 
perhaps, not devoted to the closure of the abdominal wound the 
same amount of thought and care that they have given to intra- 
abdominal procedures. 

With the advent of ‘‘ Suturing in layers’’ a false sense of 
security seems to have settled upon abdominal surgeons, and the 
haunting fear, so prevalent thirty years ago, that incisional hernia 
might follow at some remote date the performance of an abdominal 
operation from which the patient had made an otherwise perfect 
recovery, gradually ceased to disturb them. 

To confine the issue in the present communication, I set aside 
from consideration those rare instances of hernia following post- 
operative rupture of the wound, which are usually treated imme- 
diately, and those for which suppuration in the wound is held 
responsible, although in the latter circumstance the complete 
breaking-down of the wound is rarely followed by hernia owing to 
the extensive intra-abdominal adhesions that are formed. 

A large proportion of all occurrences of incisional hernia is, 
then, the result of imperfect suture of the laparotomy wound. It is 
certainly remarkable that this should be so to-day, when we are 
wont to pride ourselves that in such matters our technique is well- 
nigh perfect, and can be performed efficiently by the beginner. 

The fact that this part of the operation is sometimes left to those 
who help us is not so much an indication of the unimportance of 
the procedure, as evidence of the fact that, being repeated in an 
identical manner in every abdominal operation performed, it has 
become wearisome to those who consider that the method has been 


* Received January 13th, 1926. 
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Insertion of the first stitch to close the upper angle of 


the divided peritoneum. 
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perfected so completely that no improvement is possible for the 
time being. This may be the reason why the technique of suture 
has remained more or less at a standstill for many years. Never- 
theless, incisional hernias are very common, although they are not 
always seen by the surgeons concerned. 

My excuse for these remarks is that although I believe, like 
other surgeons, that hernia rarely follows my own operations—an 
opinion that is confirmed by one of my surgical colleagues who has 
been investigating the subject—I have never felt entirely satisfied 
with my methods of closure, and I have endeavoured, regardless of 
the apparent immunity of my patients to postoperative hernia, 
gradually to improve the technique in every possible way—that is, 
in regard to the comfort of the patient, the cosmetic result, and, 
above all, the subsequent soundness of the scar, 

I take it that all will agree that the following are the essential 
requirements, apart from asepsis, of the perfect procedure :—- 


(1) Avoidance of apertures through the sutured peritoneum, 

(2) Freedom from intra-abdominal adhesions to the back of 
the scar. 

(3) Obliteration of all dead spaces. 

(4) Overlapping closure of the aponeurosis with suitable 
material. 

(5) Stay sutures that will keep the aponeurosis closed as it is 
sutured, and which when tied will approximate the deeper 
part of the wound throughout, and will not cut the skin. 

(6) Neat closure of the skin edges to secure a cosmetic result. 


All incisions not made vertically in the midline of the abdomen 
have some disadvantage: nerve fibres are severed, important 
muscular structures are injured, or, from an operative point of view, 
access is impeded, vision is limited, or aseptic technique is rendered 
difficult. I shall, therefore, describe the method I employ at present 
to close the part of the abdominal wall that is weakest and is sub- 
jected to the greatest strain, namely, the median subumbilical ; and 
I shall endeavour to indicate how the procedures meet the require- 
ments stated. | am well aware that in many particulars the methods 
described may be well-known; but I have not seen them all 
employed together. I have, therefore, put the whole procedure of 
the closure of the abdominal wound into one picture in order that 
others may consider how far the details are an improvement or the 
reverse on the methods they themselves practise, and with what 
results, 


CLOSURE OF THE MEDIAN SUBUMBILICAL INCISION. 
Suture of the peritoneum. The suture material employed for 
the closure of the peritoneum is No. o plain catgut, and this is 
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Closure of Laparotomy Incisions 
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Fig. 2. Closure of the peritoneum. The way in which the 
under surfaces of the peritoneum are brought into apposition and 
the posterior sheaths of the recti approximated is shown, 
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attached to a round-bodied, fully-curved, gold-plated needle used 
with a needle-holder. Standing on the left side, owing to the 
operation usually being performed with the patient in the Tren- 
delenburg position, the surgeon seizes the upper angle of the 
peritoneal incision with dissecting forceps, and turns it back to 
expose the abdominal surface of the peritoneum above. The needle 
is passed through this, and the suture is tied (Fig. 1). 


Comment. Merely to suture together the upper edges of the 
cut peritoneum is to run the grave risk of leaving a small aperture 
which may become stretched and allow bowel to engage. 


The flaps of peritoneum throughout the length of the wound 
are next brought together by a continuous suture so placed, with no 
more than one quarter of an inch between each bite, as to bring the 
smooth under surfaces of the peritoneum into apposition (Fig. 2). 
Moreover, included in the bite of the needle, and therefore in the 
suture, is the posterior sheath of the rectus. 


Comment. It is a mistake to suture together the edges of the 
divided peritoneum, for if this be the method of closure employed 
it is impossible satisfactorily to bring together the posterior sheath 
of the rectus. Moreover, there is always the liability of the raw 
edge of the. peritoneum being turned into the abdominal cavity and 
intestine becoming adherent to it. 


The suture of the peritoneum is completed by the closure of the 
lower angle in the manner depicted in figure 3. The forceps 
attached to the angle are raised and the operator ties the ends of 
the suture behind the instrument, completely closing, therefore, the 
peritoneum. 

The needle, still attached to the suture, is then utilized to pick 
up the tissues over the fundus of the bladder and to carry the end 
o. the suture through the anterior sheath of the rectus below the 
angle of the incision (Fig. 3). To this end of the suture a pair of 
compression forceps is attached until the free end of catgut is 
required for tying with the end of the suture used for closing the 
anterior rectus sheath (aponeurosis). 


The stay sutures of strong silkworm gut are now placed in 
position. The two objects in view in the method used are to cause 
overlapping in one direction of the aponeurosis and to bring out 
both ends of the suture on the same side of the wound. 

Two No.1 ‘ reverse Hagedorn ’ needles, three-eighths of a circle 
in shape, are threaded on each suture, and the surgeon, standing 
on the left side of the patient, places the first in the following way. 
One of the needles, held in a needle-holder, is passed under the 
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aponeurosis of the left side and out through the intervening tissues 
and skin on the same side, the skin being pierced about two inches 
beyond the edge of the wound. The other needle, likewise held in 
the needle-holder, is made to pick-up the aponeurosis on the other 
side of the wound with a bite paraliel to the edge. It is then passed 
under the aponeurosis on the leit side and out through the skin in 
the same way as, and close to the point of exit of the first needle. 
It will be seen that the result of drawing tightly the two ends of 
this suture is to cause the aponeurosis on the left side of the wound 
to overlap that on the right side (Fig. 4). 

The second suture, the ends of which will pierce the skin on 
the right side of the wound, is placed in the following manner. 
The needle held in a needle-holder is made to pierce the fat and 
skin from within outwards. The second needle, again held in a 
needle-holder, is passed through the edge of the aponeurosis on 
the opposite (left) side from above downwards. Next, a bite, 
parallel to the edge, is taken of the aponeurosis on the right side, 
and then the needle is made to pierce the edge of the aponeurosis 
on the left side from below upwards, and is afterwards carried to 
the right side of the wound where it is passed through the fat and 
skin close to the track of the first needle. It will be seen that when 
this suture is drawn tightly the aponeurosis of the left side is once 
more made to overlap that of the right side (Fig. 4). 

The rest of the silkworm gut stay sutures—there are usually 
four in all, that is, two on either side—are placed alternately in the 
way described. 

This method of employing stay sutures is a slight modification 
of that practised by Chipman of Montreal. 


Comment. It will be noted that this method of placing the stay 
sutures has the great advantage over the ordinary ‘through and 
through’ sutures, in that they cause overlapping of the aponeurosis, 
and draw together the deeper parts of the wound, preventing all 
dead spaces. A ‘heaping-up’ of the wound may be observed 
when the sutures have been tied. 


The aponeurosis, held in an overlapping position by the silk- 
worm sutures, is readily closed with a continuous suture of tanned 
(20-day) No. 2 catgut, in the way shown in figure 5. The end of 
the suture is first tied beyond the upper angle of the incision in the 
aponeurosis and to the end of the peritoneal suture. A bite is then 
taken parallel to the edge of the rectus sheath on the right side and 
the needle is carried on through the. edge of the left rectus sheath 
which is pierced from below upwards. This method of suture is con. 
tinued througiiout the whole length of the incised aponeurosis, and, 
at the end, the suture is locked by passing the needle through the 
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final loop. The two ends of catgut sutures, the one closing the 


peritoneum and the other the aponeurosis, are then tied together 
(Fig. 6). 


Comment. The accurate apposition of the overlapped aponeu- 
rosis is secured by a continuous suture. The tying together of 
the lower ends of the peritoneal and aponeurotic sutures obliterates 
the dead space of Retzius. 


Skin suture. Provided there is no possibility of infection, the 
subcutaneous suture gives the best result in a majority of cases. 
Metal clips are useful when the skin is very flaccid and the patient 
thin: and, in the face of probable sepsis in the wound from intra- 
peritoneal infection, interrupted fine silkworm sutures should be 
used. 

As I have said, in a majority of cases, however, the subcutaneous 
suture is most useful, provided the proper material is used in the 
best way. 

Silkworm gut, threaded on two No, 1 ‘ reverse Hagedorn’ 
needles, three-eighths of a circle in shape, is used. One needle is 
passed through the fat and skin from within outwards at the upper 
angle of the wound and then detached from the silkworm gut, the end 
of which is held temporarily in forceps. The other needle is made 
10 pass closely beneath the skin taking small bites first on one side 
then on the other until the middle of the wound is reached (Fig. 6). 
At this point the second needle is removed from the suture, which 
is left loose for the moment. A second silkworm suture threaded 
on one. needle is now taken, and the skin on the lower half of the 
wound is brought together in the same way as in the upper half, 
and the needle is made to pierce the skin from within outwards a 
little distance bevond the lower angle of the incision. The two 
ends of the sutures lying free in the middle of the wound are now 
tied together, and the long ends are left projecting beyond the 
apposed skin edges. 

Next, perforated lead shot of large size are taken, and are 
threaded on to the ends of the sutures projecting through the skin 
beyond the upper and lower limits of the incision. These shot are 
crushed with forceps after the sutures have been pulled taut (Fig. 7). 


Comment. Silkworm gut is much preferable to catgut for 
subcutaneous suture-material, for the latter always causes exudation 
of serum. 


To remove the subcutaneous suture described above, the long 
ends projecting from the middle of the wound are seized in forceps, 
the knot is drawn-out and cut-off. The upper and lower ends with 
ihe shot attached are then readily withdrawn, 
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Closure of Laparatomy Incisions 


Fig. 5. Suture of the aponeurosis, showing the overlapping of 
this structure. 
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Fig. 6. Insertion of subcutaneous suture. 
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Fig. 7. Closure of the wound completed. 
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Finally, the stay sutures are pulled tightly and tied on either 
side over rolls of cyanide gauze (Fig. 7). 

If, however, drainage has been established through a stab-wound 
outside the rectus muscle on either side, or there be a possibility of 
sepsis in the wound itself, the stay sutures should be tied over large 
rubber drainage tubes, made less compressible by the insertion of 
one or more smaller drainage tubes placed one inside the other in 
nest-formation., 


Comment. Directly the stay sutures are pulled taut and are 
tied over gauze or tubing the ‘heaping-up’ of the wound is to be 
observed. It will be noted that no longer is it possible for bleeding 
or dead spaces to occur in ithe deeper parts. 


These sutures are easily removed, if care has been taken in the 
placing of them to avoid locking in the wound, It is necessary 
only to cut one thread after the overlying roll of gauze has been 
raised and an alcoholic solution of iodine applied. 


These, then, are the methods emploved. I have endeavoured 
to explain the reason for, and advantage of, each step. Although 
I have described the procedure in respect of the subumbilical 
median incision, the method is applicable to all vertical incisions 
through the abdominal wall, and with slight modifications to 
incisions in any direction. 


j 


BOOK REVIEWS. 


‘“‘ Biologie und Pathology des Weibes.’’ By HALVAN and SEITZ, 1924. 


Volume V, Part I (sections 12, 13, 15; price 9 M., 15 M., 17 M.). 


The first part of Volume V. contains a short chapter on new growths of 
the Fallopian tubes by Dietrich. Inflammation of the appendages and of 
the pelvic peritoneum is dealt with by Heynemann. The researches of 
Schottmiiller and Barfulth are quoted showing the various microbes found 
in pus tubes, only 15.2 per cent. of which were sterile. Some good illustra- 
tions are given of the changes in the tubes produced by inflammation. In 
the treatment of acute inflammations the application of heat by the ‘“ pelvi- 
therm ” or by diathermy is recommended. Conservative methods are to be 
adopted except in certain cases such as rupture of a pyosalpinx into the 
peritoneum. This is a rare accident, which only occurred once in the course 
of 16 years in Schauter’s clinic. In cases requiring the removal of the 
tubes it is shown that the simple removal is almost free from risk (.6 per 
cent.), while the removal of the uterus and ovaries with the tubes has a 
much higher mortality (3.2 to 4.1 per cent.). 

Diseases of the parovarium are dealt with by L. Niirnberger in a short 
chapter which gives a good résumé of the subject including such rare 
conditions as tubercular infection and solid growths. 

The same author contributes admirable chapters on actinomycosis, 
echinococcus and bilharzia affecting the female genital organs. 

Tuberculosis of the femcle genital apparatus is dealt with by Weibel, 
who describes tubercle of the uterus, ovaries, tubes and placenta and illus- 
trates the subject with some excellent coloured plates. The values of 
operative, non-operative and Roentgen treatment are given. Exploratory 
laparotomy is recommended ; but the operative removal of the appendages 
depends on the conditions found, and the removal of the uterus at the same 
time is not recommended. 

A good account of gonorrhoea and its treatment is given by G. A. 
Wagner. 

The remaining part of this Volume V is chiefly taken up with the 
consideration of Syphilis, etc., by Prof. Matzmauer, Diseases of the pelvic 
connective tissue by Prof. EK. Martin, Diseases of the abdominal wall, and 
of the ligaments, blood vessels and nerves of the female generative organs 
by Prof. H. Freund. All three of these chapters are well illustrated with 
coloured plates. The volume ends with an excellent account of tumours of 
the ovary, with many illustrations, mostly from photographs which, how- 
ever, in the case of microscopic sections, do not always show the structure 
clearly. 

The whole volume contains a vast amount of information and fairly full 
bibliographies are added. 
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Volume VI, pp. 1270 (price 99 Marks), 1925. 


This volume is issued in two halves ; but as the pagination is consecutive 
it can conveniently be bound in one. 

In the first half Prof. Grosser gives an account of the development of 
the embryo, foetus and placenta in man and animals, and Prof. Dietrich 
writes on the anatomy and physiology of the fcetus and on the biology of 
the placenta. The articles are illustrated with many excellent illustrations 
and are of great interest, though one may doubt the advisability in an 
obstetrical work of occupying so many pages with accounts and illustra- 
tions of comparative embryology especially as Prof. Grosser states that this 
account is compressed from a fuller work to appear in the Deutsche Frauen- 
heilkunde. 

Prof. Hinselmann contributes an extremly important work, occupying 
330 pages, on the normal and pathological conditions of the placenta and 
liquor amnii enriched with many fine illustrations. Dr. H. R. Schmidt 
makes a shorter contribution on the pathology of the decidua, membranes 
and cord. 

Prof. Schade writes on the physico chemistry of pregnancy, labour and 
the puerperium, Prof. Kehrer on the physiology of pregnancy, Dr. Enfinger 
on the diagnosis of pregnancy, and Prof. Guggisberg on the ‘ pains.”’ 

The two volumes maintain the high standard of their predecessors. 
S. 


“Uterine Heemorrhage.’”? By SAMUEL J. CAMERON, M.B. (Glas.), F.R.F.P. 
and $.G., Lecturer in Clinical Obstetrics, University of Glasgow ; 
Gynecologist to the Western Infirmary, Glasgow, etc., and JOHN 
Hewitt, M.B. (Glas.), Assistant Obstetric Surgeon to the Glasgow 
Maternity and Women’s Hospital, etc. pp. 208. Price . Edward 
Arnold & Co., London, 1926. 

The authors have succeeded in describing all the conditions which 
produce heemorrhyge from the uterus, but we feel very doubtful whether a 
book restricted to uterine haemorrhage is really needed or useful. In 
general the views expressed by the authors are orthodox, but we think that 
they have been unduly impressed by the writings of Hitschmann and Adler 
in their acceptance of ‘‘ Atrophic Endometritis ’’ as a definite lesion. We 
feel that it has yet to be proved that such a lesion exists. The endometrium 
may be thin, but we have never seen fibrillated connective tissue in the 
stroma, which should be and is, purely cellular before the menopause. 
Hitschmann and Adleritis appears to be an incurable disease and has done 
much to confuse gynecological pathology. We feel sorry for the chaos 
created in the mind of the practitioner after reading the chapter on 
‘“ Endometritis.”” We notice a few points with which we are not in entire 
agreement. In the treatment of abortion, no mention is made of the ovum 
forceps, 2 safer instrument than the finger, nor of the severe heemorrhage 
which may eccur whilst removing placental remnants, nor of packing the 
uterus afterwards. With regard to the treatment of Hydatidiform Mole 
w: consider that the uterus should be made to expel the mole if possible, 
by means of the insertion of a small hydrostatic bag for choice rather than 
attempt to remove the mole with fingers or ovum forceps. The authors 
state that “ the attention of the physician is usually directed towards ectopic 
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gestation at the second or third month of pregnancy at which time rupture 
most commonly takes place.’’ Surely the most common time for rupture 
or tubal abortion to occur is in the first six weeks and quite often at the 
fourth or fifth week. We do not agree that decidual changes ever occur in 
menstrual casts from the uterus, even of a local nature. With hysterectomy 
as the best treatment for ruptured uterus we agree, but the proviso should 
be added that the success of the operation depends upon some shockless 
method of anzesthesia being adopted. Apart from these minor criticisms, 
we have nothing but approbation to offer for the rest of the book, particu- 
larly we were struck with the excellent chapter on Ductless Glands and 
Menstruation, and the general treatment of Gynaecological Haemorrhage. 
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Review of Current Literature. 


DirEcToR: FRANK E. TAYLOR, 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


Tuis Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the “‘ Journal 
of Obstetrics and Gynecology of the British Empire ’? exchanges :— 
British.—The Lancet ; British Medical Journal. 


Canadian.—The Canadian Medical Association Journal; Bulletin Medical de 
Quebec. 


Australian.—Medical Journal of Australia. 
South African.—Medical Journal of South Africa. 


American.—American Journal of Obstetrics and Gynzcology ; The Journal of the 
American Medical Association; Surgery, Gynzcology and Obstetrics. 


French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et Gynécologie de Paris 


Belgian.—Bruxelles- Médical. 

Italian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e Ginecologia 

German.—Zeitschrift fiir Geburtshilfe und Gynakologie ; Archiv fiir Gynakologie . 
Zentralblatt fiir Gynaikologie; Monatsschrift fiir Geburtshilfe und Gynakologie . 
Miinchener Medizinische Wochenschrift. 

Scandinavian.—Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Bueno: 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with currerit work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 
London: J. LYLE CAMERON, F.R.C.S., DorotHy N.L. LEVERKUS, M.B., 
F. E. F.R.C.S. 

Leeds: A. GouGH, F.R.C.S. 
Rugby : Ropert A. HENDRY, F.R.C.S. 
Sheffield: W. W. K1nG, F.R.C.S. 
Glasgow: JANE H. FILSHILL, JAMES HENDRY, M.D. 
Sydney : T. FARRANRIDGE, M.B. 


Lancet. 
January 2, 1926. 
The ovarian hormone. (Leading Article.) 
January 9, 1926. 
Comparative results in infant welfare. A. Hodgson. 
The intrinsic origin of cancer. (Correspondence.) W. Blair Bell and J. 
Young. 
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January 16, 1926. 
*The failed forceps case. L. Phiilips. 

January 23, 1920. 
*The major problem of puerperal sepsis. Victor Bonney. 
Familial neuro-syphilis with apparently healthy parents. A. G. Duncan, 
*The treatment of salpingitis. 1. Acute salpingitis. T. G. Stevens. 
Instrumental midwifery. J. H. Robinson. 


January 30, 1926. 
A study of the effect of Pasteurization on the infectivity of the milk of 
tuberculous cows. R. G. White. ; 
*The treatinent of salpingitis. II. Chronic salpingitis. T. G. Stevens. 
Milk Pasteurization and bovine tuberculosis. (Leading Article.) 


February 6, 1920. 
*Medicinal induction of labour: its clinical aspect. K. V. Bailey. 
A case of pneumococcal peritonitis. Recovery without operation. P. O. 
Ellison, H. L. Tidy, and L. G. Williams. 
Perchloride of mercury in acute bacterial infections. (Correspondence.) 
J. Burnford. 
February 13, 19206. 
*Scopolamine-morphine narcosis in childbirth. E. C. Plummer. 
The treatment of movable kidney. T. E. Hammond. 
February 20, 1920. 
“Unexpected maternal deaths occurring during parturition and early in the 
puerperium. J. St. G. Wilson and E. Glynn. 
The treatment of cancer with lead. (Correspondence.) F. C. Wood. 


March 13, 1926. 
*The treatment of malignant disease with lead. W. Blair Bell and others. 
The sterilization of mental defectives. (Leading Article.) 
March 20, 1926. 
‘Early puerperal retroversion. V. Lack. 
Syphilis of the third generation. W. K. Sibley. 
Menstruation and pain. (Annotation.) 
March 27, 19206. 
Double inguinal hernia in infancy : A new incision. J. T. Morrison. 
A needle for saline injections into the peritoneal cavity. (New Inventions.) 
I. W. Gallant and R. M. Gosden. 
An infant’s clinical thermometer. (New Inventions.) G. F. Randall. 


Comparative results in infant welfare. Hodgson compares the infant mor- 
tality and birthrate and the average weight of children in Shoreditch and 
Kentish Town to the advantage of the latter which she attributes to (1) 
clothing, (2) general standard of mothering, (3) facilities for fresh air and 
open air life, (4) the imminence of another baby, and (5) quality of food ob 
tainable for the children. 


The failed forceps case. Phillips considers that the common causes of 
failed forceps are : (1) unrotated or partially rotated occipito-posterior posi- 
tions of the vertex; (2) a contraction ring round the neck of the child; 
(3) pelvic tumours; and (4) a contracted pelvis: head at the brim, flat 
pelvis, head in the cavity, generally contracted pelvis. The investigation 
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of the case should be made so as to permit the diagnosis to be made and to 
supply the data which determine the different alternative treatments. 


The major problem of puctperal seps.s. Bonney points out that puerperal 
sepsis has not greatly diminished in frequency for the last fifty years- 
which serves to keep professional interest in the subject simmering. He 
sumunarizes the sources and mechanism of the infection in the following 
table :— 

SEPTIC INFECTION OF THE PLACENTAL SITE. 
Source of Infection. Manner of Infection. 

(1) Intra-uterine manipulation 
or instrumentation. 

(2) Intra-vaginal manipulation 
or instrumentation, plus 
spontaneous organismal as- 
cent from the vagina. 


| (1) Blood infection. 


(1) Extrinsic: Organisms alien to 
the woman introduced during 
or after labour. 


A J(2) Spontaneous organismal as- 

cent from the vagina, 
(2) Intrinsic: Organisms resident (1) Intra-uterine manipulation 

in or on the woman at the or instrumentation. 

time of labour. C (2) Intra-vaginal manipulation 
or instrumentation, plus 
spontaneous organismal as- 

cent from the vagina. 

A= Autogenous. C=Conveyed. 


The prevention of extrinsic and intrinsic infection are then discussed, and 
the relative failure of the former pointed out. Bonney stresses the import- 
auce of intrincic infection and his methods for its prevention are: (1) To 
prevent or do away ai. foci sepie ha:bourace belere labour, or 
if possible before the pregnancy. (2) If this is ‘mposs ble to take measures 
to prevent living septic organisms reaching the vagina. (3) And if this is 
impossible because the vagina is already infected, to take measures to 
prevent living septic organisms reaching the uterus; or if the uterus is 
already infected or has to be infected during the labour, to take steps imme- 
diately the labour is over to destroy the organisins present in the uterus. 
(4) To raise the resistance of the body tissues against all infection from 
wheresoever menaced. 


The treatment of salvingitis. (1) Acute salpingitis.—Stevens points out 
that acute salpingitis is either gonococcal or streptococcal, the latter nearly 
always following labour or abortion. In gonococcal infections the inflamed 
tube is the important feature; in streptococcal cases the tubal lesion is only 
an incident in a widespread pelvic inflammation. Hence, treatment is 
directed towards the tubes primarily in gonorrhoea, and towards a wide- 
spread local peritonitis in streptococcal puerperal infections, the tubes being 
of secondary importance. 

(2) Chronic salpingitis——Many chronic cases settle down and cease to 
cause important symptoms under palliative treatment, but the majority will 
prove intractable and operative treatment will have to be adopted sooner or 
later, and conservative surgery must adopted as far as possible to produce 
a symptomatic cure. 
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Medicinal induction of labour. A full abstract of this paper appears in the 
Transactions of Societies on page 172 of the Spring Number of this Journal. 


Scopoiomine-morphine narcosis ii chilabivin. From an experience of 100 
cases Plummer concludes that provided that the dosage is limited to the 
production cf amnesia only, and is adjusced to the individual there are no 
contra-indications. The patient’s strength is conserved so that cases can 
be left much longer to Nature than would otherwise be possible, and in 
uncomplicated cases the use of forceps merely for the mother’s sake is 
avoided, with consequent lessened risk for both mother and child. 


Unexpected maternal deaths occurring during parturition and early in the 
puerperitm. These were: (1) death during parturition from acute strepto- 
coccal septiceemia following the induction of premature labour, and (2) death 
early in the puerperium due to delayed chloroform poisoning. 


The treatment oi malignant disease with leac. The following conclusions are 
given :— 

(1) The results of treatment of malignant growths with preparations of 
iead add further testimony in support of our views of the nature of malig- 
nant neoplasia. These views have received confirmation, as shown in the 
previous papers, in all the directions that have been explored. 

(2) Much work remains to be done in regard to discovery of a more 
therapeutically active preparation of lead, which is at the same time less 
toxic generally. 

(3) All types of malignant growths are probably amenable to the bene- 
ficial influence of lead, provided the metal can reach the malignant cells in 
sufficient quantity. 

(4) Adjuvant surgical and radiological measures in suitable circum- 
stances may be employed with considerable advantage. When the growth 
has been partly, or apparently entirely, removed, intravenous injections of 
lead should be employed within a few days of the operation when possible. 

(5) The method of treatment is difficult, and to some extent dangerous, 
and can only be safely employed by those who are thoroughly experienced 
in the work, and have laboratory facilities at their disposal. 


Early puerperal retroversion. Tack finds that retroversion of the uterus 
occurs during the first two weeks of the puerperium in from 5 to 10 per cent. 
of all cases ; that the incidence of this condition has no relation to parity of 
the patient, type of labour, or abnormalities of the puerperium; and that 
the displacement can easily be corrected, in most cases, by bimanually 
anteverting the uterus and placing the patient in the prone position for two 
hours. If the retroversion has recurred the next day anteversion should 
again be produced and a ring pessary inserted. F. E. T. 


The Canadian Medical Association Journal. 
February, 1926. 
*Abortion ef one twin: delivery of second at term. M .G. Burris. 
March, 1026. 
“The toxemias of pregnancy from the view-point of eticlogy. E. 
K. Maclellan. 
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Abortion of one twin; delivery of second at term. 


On 26th April, 1925, after two days of profuse bleeding and mild 
colicky hypogastric pain a young multigravida expelle! a foetus about 
three inches long, well formed except that the feet were absent, 
with small placenta and cord six inches long. Pain and bleeding 
ceased promptly, and on the third day the patient took a 500 mile 
train journey without mishap. On June 30th, on account of the 
enlarging abdomen and fcetal movements the patient was examined 
again. The uterus was about the size of 18 weeks’ gravida, foetal 
parts and movements being felt. Pregnancy continued normally 
and on Nov. 4th, 1925, after a tedious labour assisted by low forceps, 
a normal female child of seven pounds was delivered. Bimanual 
examination on December 20th, 1925, showed nothing abnormal. 


The toxzeemies of pregnancy from the viewpoint of A&tiology. 


Tue problem of the etiology of the conditions grouped under the 
name ‘‘Toxeemias of Pregnancy,’’ so vital to obstetricians, remain 
unsolved despite a vast amount of experimental work being done 
and much information being collected. ‘Theories are legion. ‘Two 
make some appeal to rationality: the chorionic theory and the 
absence of consanguinity theory. Both present difficulties. 


Why should the chorion produce such a violent poison in some 
cases while in most cases of pregnancy good health is enjoyed and 
in many cases an unusual state of well being? Experiment has 
failed to reveal evidence indicative of a diseased state of the chorion 
in toxic cases. 


Regarding investigation of the theory of absence of consanguin- 
ity between mother and child, Zotterman and Wildners, in a series of 
213 cases found incompatibility in 26.9%. McQuarry found 70% 
incompatible in a series of toxeemic cases; 11.4 per cent. incompatible 
in normal cases. These findings are suggestive. To this theory 
however is the unsurmountable objection that eclampsia occurs in 
cases of hydatiform mole in which the foetus has been destroyed, 
and also that it may occur several days post partum. 


The correlation of these two theories is suggested by the author 
as a way of explaining the ‘“Toxemias.”’ In a_ toxic 
case assuming incompatibility of blood this incompatibility 
would be shared by all tissue cells. The chorion—feetal 
tissue—would be toxic to the mother whose blood bathes _ it. 
Schmorl and Veit found portions of syncitium free in the maternal 
blood stream. This may indicate a sharp re-action due to this 
antagonism causing separation of syncitium. Here it may also be 
a solution of the contradictory results of the Abderhalden  tesi. 
Analogically, an explanation is suggested of the failure to ‘‘take’’ 
of alien skin grafts. To conjecture: how would the pathological 
findings compare in a case of eclampsia and one dead of increasing 
transfutions with incompatible alien blood? Possibly the changes 
would be very similar. The theory seems to have possibilities and 
value even though these should be. negative by means of disproof. 


J. CAMERON. 


a 
ai 


Review of Current Literature 321 


Bulletin Médical de Quebec. 


Ideas of medical morale—Abbé Trudel. 


ACCORDING to the Abbe Trudel from the first hour of conception 
the foetus or embryo as a human being possesses the sacred and 
inalienable right to live. All destructive measures directed against 
this foetal life are forbidden by divine Commandment, ‘‘Thou shalt 
not kill.’’ Neither the Civil State nor the Medical Faculties have 
the right to authorise fceticide. He considers that it is never 
justifiable to induce abortion by means before the foetus is viable, 
even to save the life of the mother—as in cases of eclampsia and 
pcrnicious vomiting. All destractive operations on the living child 
such as, craniotoiny, cephalotripsy, evisceration ete. are prohibited. 
(Regulations of the Association of Catholic Hospitals U.S.A. and 
Canada). 

Even where the conditions are such that in their uninterrupted 
course they kill the mother and child it is wrong to terminate preg- 
nancy. A woman on marrying must be prepared to assume the 
risks entailed by this state. 

J. CAMERON. 


Surgery, Gynzcology and Obstetrics. 
Vol. xlii, No. 2, February, 1926. 

*The use of insulin in surgery and obstetrics. F. N. G. Starr and A. G. 
Fletcher. 

Experimental hydronephrosis ; arterial changes in the progressive hydro- 
nephrosis of rabbits with complete ureteral obstruction. F. Hinman 
and D. M. Morison. 

The use of diathermy and of the Quartz Lamp for conserving the tempera- 
ture of the viscera and promoting the wellare of the patient before and 
after abdominal operations. G. W. Crile. 

Muscle and fascia suture with relation to hernial repair. A. R. Koontz. 

*Necrosis of the corpus luteum of pregnancy. D. Brannon and M. Cohen. 

*The corpus luteum as a source of the follicular hormone. C. G. Johnston 
and V. L. Gould. 

*Retroposition of the uterus; a present-day estimate. J. F. McGrath. 

*A comparative study of radiation and surgical treatment for fibronryomata 
of the uterus. F. A. Ford. 

*The blood calcium in eclampsia. S. M. Feinberg and A. F. Lash. 

The ‘¢ Obstetrics Booklet”? of Rueff. A. J. Brown. (Old Masterpieces in 

Surgery.) 
Vol. xlii, No. 3, March, 1926. 
*A clinical study of nephritis in pregnancy. R. Rockwood, R. D. Mussey 
and N. M. Keith. 

Cancer of the umbilicus secondary to cancer of the cecum. J. R. Head. 

Chondrodysplasia. W. H. Cole. 

Surgical management of the acute abdomen. W. M. Thompson. 

*The non-specific antigenic effect of spermatozoa upon fertility. S. J. 
Fogelson. 

Hernia in the broad ligament from the clinical view-point; report of a 
case and review of the literature. L. Dunn. 

Final results of ovarian grafting. (Correspondence.) P. Z. Rhéaume. 
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Vol. xlii, No. 4, April, 1926. 

The value of peritoneal sheets of coalescence in abdominal surgery. A. 
Gutierrez. 

*Pelvic hernia; report of a case of posterior vaginal hernia. L. M. Miles. 

“Anterior abdominal hysterotomy for the interruption of 
sterilization ; its indications. P. Oginz. 

*End results in the interposition operation for the cure of prolapsus uteri 
and cystocele. F. W. Johnson. 

*“Glycosuria and pregnancy. H. J. John. 

*Technique of transperitoneal Ceesarean section. J. O. Polak. 

Pruritus ani; treatment by alcohol injection. H. B. Stone. 

Eclampsia: etiology and treatment. H. F. Kane. 

The corpus luteum as the source of the follicular hormone. R. T. Frank, 
C. G. Johnston and V. L. Gould. (Correspondence.) 


pregnancy and 


The use of insulin in surgery and cisictiics. The diabetic patient is liable to 
complications which require surgical treatment, and under insulin adminis- 
tration it is possible to prescribe any diet which may be considered neces- 
sary to strengthen the debilitated patient. 

After operation ketosis may develop rapidly and means must be taken 
to re-establish adequate carbohydrate utilization, and for this insulin may 
suffice or may need supplementing with additional carbohydrate. Post- 
operative nausea and vomiting require the intravenous administration of 
glucose and fluid. In infection and severe toxcemia the insulin value may 
be lowered and should be pushed. What has been said about the diabetic 
surgical risk also applies to the pregnant diabetic. Insulin has been 
advocated in the pernicious vomiting of pregnancy, but does not seem 
necessary, since it has been shown by Harding and van Wyck that the 
ketonuria is the result of dehydration, and the successful treatment of 
hyperemesis gravidarum depends upon the use of fluids. 


Necrosis of the corpus luteum of pregnancy. Brennan and Cohen show that 
necrosis of the corpus luteum may occur in pernicious vomiting of preg- 
nancy and probably has the same significance as has necrosis of the liver 
and kidneys in this disease. 


The corpus luteum as the source of the follicle hormone. Johnston and Gould 
find that :— 

(1) Corpus luteum has been cited as the hormone which produces hyper- 
plasia of the genital tract and some authors claim that extracts made by 
extracting corpus luteum with lipoid solvents are able to cause growth in 
the genital tracts of certain mammals. 

(2) The amount of care exercised in collecting material is a factor which 
must be considered in order to be sure of the type of tissue obtained. 

(3) Using rats and rabbits they were unable to produce any noticeable 
changes in the genital tract by the injection of the alcohol ether acetone 
extract of carefully collected corpora lutea from pigs. 

(4) Pregnancy of the animals from which the corpora lutea were gathered 
had no effect on the results obtained. 

(5) We have obtained repeated positive tests with the alcohol ether 
acetone extract of liquor folliculi of hog ovaries, and in view of this are 
inclined to believe that the corpus luteum does not secrete the hormone 
which produces hyperplasia of the uterus and vagina. 
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Retroposition of the uterus. As the result of this present-day estimate 
McGrath draws the following conclusions :— 

(1) Genital retroposition is rarely symptom-prceductive and therefore 
seldom requires treatinent. 

(2) Symptom-productive retropositicn of the uterus of the acquired type 
is most common among women who have been pregnant. 

(3) Symptom-productive retroposition will show on careful examination 
associated conditions, and the diagiiosis will be confirmed at operation. 

(4) More efficient and extended post-partum observation and care will 
greatly lessen the incidence of acquired retroposition. 

(5) The vaginal pessary when properly used is an instrument of un- 
doubted value and should be more frequently used to promote proper post- 
partum involution. 

(6) Any operation that carries with it the risk of intestinal obstruction 
or uterine dystocia should be condemned. 

(7) The Simpson-Montgomery technique with proper care of associated 
defects offers the best prospect of cure. 

(8) In a few selected cases the Baldy-Webster technique is superior. 


A comparative study of radiation and surgical treatment for fibromyomata of the 
uterus. In this comparative study of the uterus from the Mayo Clinic, 
250 cases were operated upon and 344 were submitted to radiation; a rela- 
tively high percentage of the latter group needed further treatment, either 
repeated radiation (18 per cent.) or operation (13.7 per cent.) as compared 
with 4 per cent. of the surgical group who received further treatment. This 
was apparently due to injudicious selection of cases or to inadequate dosage. 
Great care must be taken to rule out malignant disease; curettage should 
precede treatment in any case with suspicious symptoms. Inflammation is 
uninfluenced by radiation, but may be aggravated by the necessary mani- 
pulation. Unusually hard fibromyomata containing excessive calcium 
deposits cannot be reduced satisfactorily by radiation. An incarcerated 
pelvic tumour is best removed surgically because of the inability to exclude 
adnexal disease. A roentgenogram may occasionally aid in detecting 
calcium deposits within a tumour. 


The biood calcium in eclam siz. On theoretical grounds a decrease in the 
blood calcium may be expected in eclampsia, emi the literature does not 
clearly define this point. Feinberg and Lash were unable to demonstrate 
any appreciable relation between the bleoi ecdicium and eclampsia. 


A clinical study of nezhritis in cases of pregency. Many of the toxaemias of 
pregnancy are associated with nephritis and can be classified as are other 
types of nephritis, not necessarily eecurring in pregvaney. The classifica- 
tion of Volhard and Fahr is followed. The course of fifty-seven cases during 
pregnancy is followed, together with the fate of the mother and child over 
a period of three years. Both nephritis and toxemia of pregnancy seem to 
be general diseases affecting the cardiorenal vascular system as a whole. 
When the toxemia of pregnancy is classified by the same method which 
Volhard uses for nephritis, a marked difference in the erd-resulfs is seen, 
and this difference allows the physician to make a more accurate prognosis. 
both as to the mortality among the mothers and as to the fate of the chile 
in subsequent pregnancies. 
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American Journal of Obstetrics and Gynzcology. 
November, 1925. 
*Perforating ovarian cysts (Sampson’s) with invasion of the bladder 
wall. Report of two cases F. E. Keene 
*Adenomas of endometrial origin in the laparotomy scars following 
incision of the pregnant uterus. N.S. Heaney. 
*Adenomyoma of the abdominal wall. C. Danforth. 
*Further observations on syphiloma vulve, with the report of an 
additional case. A. Stein. 

Spontaneous intrauterine amputations. J. S. Latta. 

*Heterotopic or misplaced endometrial tissue. J. A. Sampson. 

Relationship of ectopic adenomyomata to ovarian function. W. P 
Graves. 

*Tnversion of the uterus after childbirth with report of a case. H. N. 
Mason and M. P. Rucker. 

Adenomyosis uteri. O. Frankl. 

Malignant ovarian neoplasms. C. C. Norris and M. E. Vogt. 

Pantopon—scopolamine seminarcosis of eclampsia in pregnancy 

Pantopon-scopolainine seminarcosis in Labour. P. J. Carter. 

A new explantion for the occurrence of eclampsia in pregnancy. 
H. Elwyn. 

Treatment of the umbilical cord by short ligation and the use of a 
clamp. J. F. Dicks. 

Report of a case of inguinal hernia complicated by hernia of the 
ovaries and tubes. W. N. Rowley. 

Report of a case of uterus didelphys. W. A. Malcolm. 

A new manceuver in abdominal palpation. C. O. McCormick. 

Spontaneous rupture of sarcoma of the ovary. Report of a case. 
H. Koster. 

An analysis of the work cf the obstetric clinic of Johns Hopkins 
Hospital, for the year 1924, and a proposed scheme for the ready 
indexing of obstetrical records. FE. L. Stone and W. E. Sisson. 

Collective Review—An epitome of the history of obstetrics. H. D 
Fair. 

Selected abstracts-Placenta preevia. 


December, 1925. 

*Pyelographic findings in pyelitis complicating pregnancy. J. Wil- 
jams. 

Hermaphroditisms externus femininus. W. Blair Bell. 

*Cancer of the uterus and its treatment by irradiation. W. P. Healy. 

*Benign perforating duodenal cyst arising from the vestigial remains 
of the Wolffian Body. M. E. Vogt. 

The histologic interrelationships of menstruation and ovulation. F. 
Novak. 

Delayed chloroform poisoning following delivery. G. B. Reyston. 

*Ovarian tumours complicating pregnancy with a report of six 
cases. C. B. Ingraham. 

*The use of Insulin in eclampsia. H. J. Stander and E. E. Duncan. 

Eclampsia with unusual nonprotein nitrogen in the blood. Report 
of a case. R. D. Mussey. 

*A new instrument for the treatment of endocervicitis. S. di Palma. 

Report of 106 cases of extrauterine pregnancy. H. E. Stein. 

Spontaneous rupture of the umbilical cord, R. S. Siddall, 
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Roentgenographic diagnosis of anencephaly. L. Rudolph. 

“Statistical survey of obstetrics in Pasadena, as an example of obstet- 
rics as practised in Cities of California, January 1, 1924 to 
December 31, 1924. J. S. Hibben. 

A few remarks about the efficiency and inefficiency of our theories, 
with special reference to Gynecology and Obstetrics. A. Plaut. 

Lymphangioma of the Fallopian Tube. L. W. Strong. 

“Case of premature labour with survival of the child. E. C. Lyon. 

Intraligamentous pregnancy. W. T. Kennedy. 


Collective Review—An epitome of the history of obstetrics. H. D. 
Fair. 


January, 1926. 
“The use of fluids in the treatment of hyperemesis gravidarum. V. 
J. Harding and H. B. Van Wyck. 

Report of a case of cctopica viscerum, rachischisis, malformation 
of the sacrum, pelvis inversa, hypoplasia of the thoracic duct, 
agenesis or hypoplasia of various abdominal viscera and placenta 
previa... R.G. Miils and B. E. Walpert. 

“Application of the forceps in the transverse head for delivery ct 
persistent occipitoposterior cases. H. C. Williamson. 

“Heart output during pregnancy. H. J. Stander, E. FE. Duncan and 
W. E. Sisson. 

Sterility-Fertility studies in animals and their bearing on human 
problems. R. I,. Dickinson. 

*An investigation into the causation of the onset of labour by para- 
biosis during pregnancy. I. Kross. 

*Notes on the etiology and epidemiology of impetigo contagiosa 
neonatorum. D. L. Belding. 

Elimination of the second stage of labour in breech presentations. 
F. C. Irving and T. R. Goethals. 

Postoperative parotitis with a report of cases. T. C. Peightal. 

Obstetric Morality. An analysis of the cases at the Lying-In 
Hospital in 1924. M. Rosensohn. 

Congenital hernia of the linea alba. H. R. Charlton. 

The relation of blood sedimentation to pelvic disorders. T. H 
Cherry. 

Report of a case of decidual reaction in adenomyoma of rectovagin3’ 
septum. R. J. White. 

Report of a case of separation of the dorsal vertebrae in podalic 
version and extraction. W. R. Barney. 

Collective Review—New Books. R. T. Frank. 

Selected Abstracts—New Growths. 


February, 1926. 


President’s Address before the American Asscciation of Obstetricians, 
Gynecologists and Abdominal Surgeons, Thirty-cighth Annual 
Mceting, September, 1925. A. B. Davis. 

An inquiry into the nature of chronic appendicitis. A. E. Hertzler. 

*Inversion of the uterus. L. E. Phaneuf. 

Five kinds of chronic appendicitis. R. T. Morris. 

Appendicitis in pregnancy, G. Revsten and A. Fisher. 

“Prolapse of the placenta. M. P. Ruckcr. 

Treatment of placenta previa based on a study of 303 consecutive 

cases at the Boston Lying-in Hospital. F, S. Kellogg. 
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Indications for Caesarean Section. B. Van Sweringen. 

The occiput posterior. P. W. Toombs. 

The relation of the physiology and mechanics to the management 
of labour. W. A. Fowler. 

Preparation of the external genitalia for delivery with  Iodine- 
Alchohol. Report of 100 cases so treated with bacteriologic 
results. B. Lankford. 

“Observations on the treatment of the cedema of the toxemia of 
pregnancy with ammonium chloride. R. D. Mussey. 

“The intramuscular injection of magnesium sulphate for the control of 
convulsions in eclampsia. L. Dorsett. 

The prevention of stillbirths. C. R. Hannah. 

Report of a case of a mesenteric cyst. KE. D. Clark. 

Collective Review.—The relation of the endocrine system to preg: 
nancy. <A. Capper. 

Selected Abstracts. Syphilis. 

March, 1926. 

*Shock in the pregnant and puerperal woman. H. Bailey and W. 
Driscoll. 

*Tipoma of the broad ligament with the report of a case. R. Rawls 

*The use of the vaginal stethoscope in the early diagnosis of preg- 
nancy. F. H. Falls. 

Dilation of the cervix uteri by means of the hydrostatic balloon 
E. L. Stone. 

*Obstetrical heresies at the Brooklyn Hospital. W. S. Smith. 

*The incompatibility of pregnancy and fibroids of the uterus. G 
L. C. Mosher. 

*Treatment of fibroids of the uterus. E. A. Wiess. 

“The sedimentation test in pelvic diseases of the female. Henry and 
Herbert Schmitz. 

The danger of malformation of fetus in roentgen-ray treatment 
during pregnancy. E. Ries. 

*On contraction and retraction rings. C. White. 

*’Torsion of the normal fallopian tube. H. IL. Darner. 

Chancre of the cervix with a report of two cases. R. S. Cron. 

Cystadenoma of the ovary, with reports of cases. G. A. Maver. 

A critical analysis of 250 prenatal charts. J. S. Hebert. 

*Full-term extrautcrine pregnancy with report of three cases. L. 
Le Doux. 

Surgery, Radium and Reentgen rays in the treatment of carcinoma 
of the cervix. H. H. Bowing. 

Collective Review.—The diffcrential diagnosis of ectopic pregnancy 
E. M. Frommer. 

Selected abstracts.—Anesthesia in Labour. 


Perforating ovarian cysts (Sampson’s) with invasion of the Bladder Wall. 


The first patient complained of secon- 
dary dysmenorrhoea, frequency and urgeney of micturition and recta! 
pain during the menstrual flow. Cystosccpic examination showed a 
thickening of the bladder wall upon which were five bluish vesicles 
could be seen. Other endometrial implants were found in the abdomen 
at operation. The uterus and appendages were removed but the 
bledder tumours were not touched. Two years later the patient was 
still free from pain and the bladder was normal. The symptoms 


+ 


Review of Current Literature 327 


in the second case were not related to the menstrual function and 
consisted of an urgent desire to urinate. The cystoscopic picture 
was similar to that in the previous case. She was treated in the 
same way by hysterectomy without operative treatment upon the 
bladder. Two months later the vesicles in the bladder were no 
longer visible. 


Adenomas of endometrial origin in the laparotomy scars following 


incision of the pregnant uterus, Heaney has been able to find only 
recorded instances in which endometrial implants have grown in 
laparotomy scars and only seven of these have followed Cesarean 
section. He gives a short summary of each of these and adds two 
new cases of his own. 

The adenomas usually appear a few weeks or months after the 
operation but they may be latent and not become manifest for several 
years. They may cause no symptoms but as a rule they swell 
and become painful during menstruation. They are most likely to be 
mistaken for small omental hernize. 


Adenomyoma of the abdomnal wall. Danforth records another 


example of the growth of an endometrial implant in the abdominal 
scar after a Caesarean section which gave rise to symptoms two years 
later. 


Heterotopic or misplaced endometrical tissue. In this article 
Sampson reviews the subject with special reference to the similarity 
between the characteristics of endometrial new growths and the 
spread of cancer by direct extension, implantation and metastic de- 
posits via the lymph stream. The article does not lend itself to 
abstraction but should be read in full by those interested in the 
subject. A most interesting discussion followed the reading of this 
and other papers at the Annual Meeting of the American Gynecology 
Society. 


Further observations on syphiloma vulve, with the report of an 


additional case. = Stcin defines his conception of syphiloma as a hard 


indurative painless tumour of slow growth which may become the 
size of an apple or larger. The tumour is covered with a parchment- 
like skin which may be ulcerated. He does not consider it necessary 
for the Wassermann test to be positive. The histological picture is 
ef a granuloma composed of plasma, epithelioid and small round cells 
of lymphocytic type. Caseation may be present and so tubercular 
disease may be suspected. The features useful in the differential 
diagnosis between syphiloma and tubercle are that in the former the 
epithelioid cells are less numerous than the small round and plasma 
cells. Fibroblasts and fibrillar connective tissue are apt to be present 
in large amount in syphiloma but are only exceptionally demonstrable 
in tubercle. 

The author reports the details of a patient who was suffering 
from this condition. She died from a ruptured pyosalpinx before 
a Wassermann test could be taken. 


Inversion of the uterus after childbirth, \[ason and Rucker re- 


port an instance of this accident which occurred in their practice 
following expression of the placenta by the Credé method. Before 
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this was done, however, the nurse had tried to express the placenta 
and it was remembered afterwards that, when the doctor employed 
the Credé method, he noted some ‘‘dimpling’’ in the posterior wall. 
There was ‘‘moderate bleeding.’’ There was considerable shock in 
spite of which the uterus was at once replaced and the patient did 
not die. The authors have collected sixty-three cases recorded since 


Pyelographic findings in pyelitis complicating pregnancy. Villiaims 


as a result ef a careful pyelographic study of twelve cases 
concludes that the proper conception of pyelitis during preg- 
nancy is that it is generally a lighting up of a pre-existing lesion 
of the kidneys and ureters rather than a direct result of pregnancy. 
The author is not prepared to deny that there are cases of pyelitis 
which develop for the first time in pregnancy but in the majority 
of his cases at least the pregnancy had only ‘‘activated’’ a condition 
which was present before conception. The mechanism of the attacks 
cf pyelitis during pregnancy appears to be as follows :—A prolapsed 
kidney with dilated pelvis and possibly a kinkered ureter is further 
damaged by the additional strain upon the excretory apparatus during 
pregnancy with later some ureteral compression. The resulting 
urinary stasis makes infection by B. Coli more liable to eccur. Re- 
covery from the acute symptoms takes place when drainage is secured 
by ureteral catheterization or the end of pregnancy. The persistence 
of the original condition still remains and leaves the way open to 
further trouble. 


Cancer of the uterus and its treatment by irradiation. Healv 


thinks that surgery has definitely failed in the treatment of malig- 
nant disease of the cervix. He says that though statistics on end 
results of the treatment of carcinoma of the cervix by irradiation have 
been published to indicate that hysterectomy is not only unnecessary 
but even harmful, carcinoma of the corpus uteri on the other hand is 
better treated by operation. The author advocated the careful con- 
tinuous intensive treatment of all cases of carcinoma of the ecrvix 
with combined radium and X-rays. Since heemorrhage is the first 
symptom which the patient can be expected to appreciate, it is 
inevitable that many cases will even then be far advaneed, so much 
more attention must be paid to traumata and inflammatory conditions 
of the cervix ‘The author’s statistics show that between 1918-1921 
inclusive he treated 375 cases of canecr of the cervix, including early 
and advanced, and 14 per cent were alive after five years. Out of 
288 advanced cases he is able to show 25 or 8.6 per ccnt alive after 
five ycars, and out of 36 early cases 40 per cent alive after the same 
period. 

In the face of such results he may well say that surgery has 
failed, and no one will say that he overstates the advantage of his 
treatment when he says that though irradiation is not ideal, yet it 
represents a real epoch in the treatment of the disease. 


Benign perforating duodenal cyst arising from the vestigial re- 
mains of the Wolffian body. = ‘This rare tumour is here noted for the 


convenience of others who may wish to look up the literature upon 
the subject. The tumour formed a large retroperitoneal mass which 
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had involved the duodenum. Upon microscopic examination it had 
the general characteristics of a cystadenoma of the ovary, and the 
author and C. C. Norris regard it as certainly of Wolffian origin. 


The use of insulin in eclampsia. The authors have had good 
results in a few cases of eclampsia treated by the administration of 
15 units of insulin. Their underlying idea is that eclampsia is 
always associated with hyperglyceemia. 


A new instrument for the treatment of endocervicitis. This 


is a very elaborate instrument which necessitates the use of an 
electric motor pump to apply drugs to the cervical canal. It is the 
very antithesis of the Playfair probe. 


Statistical survey of obstetrics in Pasadena as an example of 
obstetrics as practiced in the cities of California, January to December 


31st, 1924. Those who are interested in the growing city of Pasadena 
will be glad to learn that all is well with obstetrics in this city of 
70,000 souls. Osteopaths, chiropractora, midwives and Christian 
Scientists delivered only 48 cases out of a grand total of 1,414 births 
The physicians are skilful but the women cannot help having normal 
pregnancies and labours and healthy infants on account of the invig- 
orating climate. 


Case of premature labour with survival of the child. survival 
of infants born at twenty-seven weeks and three days is sufficiently 
uncommon to warrant the report of an additional case. The infant 
weighed two pounds eleven ounecs and its survival was largely due 
to the use of subcutancous saline injections. 


The use of fluids in the treatment of hyperemesis gravidarum. 
Harding and Van Wyck are convinced that the successful treatment 
of this condition depends upon the use of fluids. All cases immedi- 
ately after admission are treated as a matter of routine with a daily 
intravenous injection of a litre of five per cent glucose in one per cent 
saline until diuresis is obtained. Isolation and reetal injections 
of 200 ce of ro per cent glucose in normal saline complete the 
treatment. No attempt is made to feed solids by the mouth but the 
patient is urged to drink any liquid she may faneyv except tea, 
coffee, milk or cocea (the reason for these exclusions is not supplied). 


The application of the forceps to the transverse head for delivery 
of persistant occipitoposterior cases. Using a modification of the 
ordinary long forceps Williamson adopts the following technique :— 
The head is first manually rotated into the transverse and then the 
tight blade is introduced first. The blade is passed in the middle 
line with the handle depressed in order to avoid the promontory. 
The hand is then withdrawn and the left blade is introduced along the 
side of the pelvis and rotated into position. his is facilitated by 
depressing the handle which will cause the blade to slide with the 
utmost ease forward and beneath the symphysis to the bi-parietal 
diameter of the head. It is of course necessary to cross the handles 
before they can be locked but this is easily done. The interesting 
feature of this procedure is now apparent for in many cases when the 
blades are locked the head instantly rotates into the anterior posi- 
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tion. If it docs not it is rotated with the forceps before any 
traction is made. In these circumstances there is no danger 
to the soft tissues. The principle of the procedure is the application 
of forceps with the head in the transverse in such a way that they 
do not have to be re-applied after rotation. 


Heart output during pregnancy. ‘This is an account of an ex- 
perimental study of the heart’s output in pregnant bitches which 
may be of use to those working upon this subject. The authors 
find that: (1 The minute volume of the heart has a far more con- 
stant value that the systolic output. (2) The cardiac output of the 
nonpregnant dog varies only within slight limits. (3) During preg- 
nancy the minute volume is markedly increased being one-third to 
one-half greater than before. (4) Following labour the minute 
volume gradually falls and regains the non-pregnant value within 
two to three weeks. (5) During the estrus cycle their studies indi- 
cate that changes occur similar to those in pregnancy, but to a 
slighter degree. 

Whether the increased output in pregnancy is the result of 
hypertrophy of the heart or not, has not been determined, but it 
appears probable that, at least in part, it is accomplished by drawing 
upon the reserve force of the heart. For this reason it would seen 
that before expressing a prognosis in cases of pregnancy complicated 
by abnormalities of the heart, one should always attempt to cvaluate 
the reserve force of the heart. 

A direct method of determining the cardiac output in women 
would cnable us to make an intelligent prognosis in cases of preg: 
naney complicated by heart disease; but until a suitable method 
becomes available, we shall have to be content to base our prog- 
nosis upon the available clinical data. 


An investigation into the causation of the onset of labour by 
parabiosis during pregnancy. The results of joining two pregnant 
rats together in an attempt to test the theory of the anaphylactic 
origin of the onset of labour have not produced evidence favouring 
the hypothesis. The results of these experiments have shown that 
in the rats employed no labour-inducing substances are produced 
that had any appreciable influence upon the course of pregnaney in 
the partner of the parabiotic pregnant pair. 


Notes on the etiology and epidemiology of impetigo contagiosa 
neonatorum | The author’s observations corroborate the opinion of 
others that a strain of staphylococous aureus of special virulence is 
the etiological agent in this disease. The viability of the organism 
makes the disease transmissible both by human beings and by 
articles of furniture and bags ete., which are used in common for 
different children. 


Inversion of the uterus. ‘The author reports a case of puerperal 
inversion which he did not diagnose at the time of the accident. This 
mav have been fortunate for the patient because he is one of those 
who still advocates immediate re-inversion. When he made the 
diagnosis six wecks later he at once resorted to the Spinelli operation. 
He does not mention the use of a repositor and gives no reference 
to English literature on the subject. 
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Prolapse of the placenta. ‘This is usually a complication of 
placenta previa. It may however occur in exceptional cases such 
as twins, malpositions and disproportion between the head and the 
pelvis when the placenta is normally situated. The only symptom 
is antepartum hemorrhage. The diagnosis is made by finding the 
placenta in the vagina. The prognosis for the mother is good but 
the baby is rarely born alive. 

Observations on the treatment of cedema of the toxemia oi preg- 
nancy with ammonium chloride. patients under observation were 
kept in bed. Their daily diet was limited to 1,500 calories containing 
50 grams of protein with a minimum of salt and Soo ec.c. of fluid. 
Up to about 150 grains of ammonium chloride was given daily by 
the mouth even after diuresis was effected and if possible until 
cedema disappeared. In most cases this treatment seemed to increase 
the excretion of urine and produce improvement in the cedema. 


The intramuscular injection of magnesium sulphate for the  con- 
trol of convulsions in eclampsia. The author uses a 25 per cent 
solution of pure magnesium sulphate put up in ampules of 15 ¢.c. 
for intramuscular injection into the buttock. He does not control 
the dose either by body weight or blood pressure and does not fear 
to give this dose every hour if necessary, though it is seldom necess- 
ary to repeat it at such short intervals. He is guided by the 
frequency of the convulsions. He has had as yet no respiratory 
disturbances but always takes the precaution of having ready an in- 
jection of 1.0 ¢c.c. (? strength) of calcium chloride for intravenous 
injection should the patient manifest any ill effects. The only other 
form of treatment the patient received was the introduction of 60 c.c. 
of saturated magnesium sulphate solution into the stomach for its 
purgative action which is not set up by the intramuscular injections. 
Amongst the thirty-eight cases treated there were two maternal 
deaths. One was moribund upon admission and the other died on 
the tenth day of the puerperium from cerebral hemorrhage. 


Shock in pregnant and puerperal woman. [f we are further to 
reduce maternal mortality in childbirth, it will be necessary to 
interpret correctly all the causes and treatment of acute puerperal 
shock. It is not difficult to show that shock comprises a considerable 
percentage of the complications which lead to death in labour. 
When shock develops the patient either suddenly or gradually in 
the course of an hour or two acquires a rapid thready or impercep- 
tible pulse with low blood pressure and a diminuation of the Co2 
combining power of the blood. There is blanching and sweating 
of the skin with gradual and progressive loss of consciousness. 
There may be the so called ‘“‘air-hunger’’ and occasionally there 
is an element of nervous excitement and fear. Without treatment 
death invariably ensues. These symptoms are usually classed as of 
hemorrhage but the authors point out that they are signs of shock 
and occur in cases in which there is no loss of blood. Grateful 
reference is made to Walter Cannon’s valuable work upon Traumatic 
Shock in war surgery. His classification of ‘‘primary shock”’ 
resulting from trauma with excessive hemorrhage and secondary 
for the gradual collapse which develops in patients suffering from 
from trauma with but litte haemorrhage is adopted. Cannon showed 
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that shock is associated with concentration of blood in the surface 
capillaries and that vaso-motor paralysis is hardly an eetiological 
factor in abdominal surgery. 

Bailey and Driscoll concede these facts but consider that there 
is a vaso-motor element in obstetric shock. They divide traumatic 
shock as seen in obstetrics into :— 

(1) Surgical shock from haemorrhage and trauma. 

(2) Acidosis and exhaustion shock from acidosis and heart de- 

pression. 

(3) Vaso-motor shock from drugs, eclampsia, ete. 

They give clinical examples of shock arising in each of these 
groups. 

In regard to treatment, they advocate slow intravenous gum 
glucose injections of 300 c.c. for shock combined with haemorrhage 
followed in an hour or two by blood transfusion. Continucus rectal 
infusions of fap water, morphia and heat are effective as accessories 
in treatment. The authors regard subcutaneous normal saline infu- 
sions as of very real value in the presence of actual shock but the 
good cffeet passes off very quickly. 


Lipoma of the broad ligament with report of a case. Lipoma of 
the broad ligament is very rare and the example here recorded adds 
cne to twelve which Rawls has feund in the literature. The patient 
Was a woman 37 years of age who applied fer treatment on account 
of a gradual enlargement of the abdomen and swelling of the left 
leg and foot. Removal of the tumour presented no great difficulty 
though it measured 20 cm. in diameter. The patient recovered. 
I'rozen section proved it to be a lipoma. 


The use of a vaginal stethoscope in the early diagnosis of preg. 


‘alls finds that with the aid of an ordinary binaural 
stethoscope with a long ‘‘chest-piece’’? he is able to hear the feetal 
heart per vaginam four weeks before it can be heard through the 
abdominal wall. The patient should be in the Fowler lithotomy 
position. 


nancy. 


Treatment of firoids of the uterus. [is statistical study of ten 
years’ experience in the treatment of myomata of the uterus is diffi- 
cult to abstract. The author does not advise operation in uncompli- 
cated and symptomless fibroids. If complications exist he ‘‘heartily’’ 
favours operation. Myomectomy has its place in the treatment of 
women sufferers under 4o years of age. A fair percentage of the 
authors cases were treated satisfactorily with radium. 


Obstetrical heresies at the Brooklyn hospital. How far these 
‘“‘heresics’”’ contravene the accepted laws of obstetrics may be judged 
by the following summary of his paper. The author advocates :— 

(1) Manual intrauterine rotation of the foetus cccipto-posterior 
position. 

(2) Conservative vaginal delivery rather than too frequent 
Cxesarean section in primigravidee. 

(3) In expression of the placenta at the first uterine contraction 
after delivery under deep anzesthetia. 
(4) Incision of the perinzeum to facilitate delivery. 
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The incompatibility of pregnancy and fibroids of the uterus. ‘The 
title of this paper is not well chosen for as the author himself says 
‘There is no question that the vast majority of these cases are not 
recognised as no pronounced symptoms are presented.’’ It is really 
a record of seven cases of pregnancy complicated by fibroids which 
the author has treated. He delivered one woman by pushing up the 
tumour, one aborted, one he only saw after a normal labour and in 
the remaining four he performed a hysterectomy. 


The sedimentation test in pelvis diseases of the female. The 
authors’ investigations with this test up to date have not convinced 
them that it is of much value either in the differential diagnosis of 
inflammatory pelvic swellings or as an aid in determining whether a 
doubtful neoplasm is simple or malignant. 


On contraction and retraction rings. ’[}\js article is really a reply 
to one upon the same subject published in the same journal by 
Michael in which he critises White’s views. English readers will 
be familiar with Clifford White’s paper which in 
brought the subject of contraction forcibly before obstetric specialists. 
He then showed that the retraction ring, or ring of Bandl, was of 
different origin and pathology from the localized spasm of a section 
of the muscular fibres of the uterus described as the contraction ring. 

The author refers to two cases within his knowledge in which 
a contraction ring was found before rupture of the membranes at 
Ceesarean section, thus showing that the ring did not result from 
obstruction, the combination of a contraction ring and obstruction 
from a small pelvis results in a difficult problem of which came first. 

On the question of treatment the author while prepared — to 
welcome any suggestions as to simpler methods, still regards Caesarean 
section as the procedure which will give the best results. The author 
finds waiting unsatisfactory. He has tried this method for twenty- 
four hours and even then been obliged to perform hysterectomy. 


Torsion of the normal Fallopian tube. ‘Torsion of the normal Fallo- 
pian tube is exceedingly rare, there being only six authentic cases 
recorded in the literature. The author records a seventh case which 
took place in a girl aged 13, who, after a kick (? in the abdomen), 
complained of severe pain of colicky nature. At operation the outer 
third of the right tube was much enlarged and torsion of the inner 
portion had taken place clockwise for 3'2 turns. The patient 
recovered. 


Full-term extrauterine pregnancy with report of three cases. Le 


Doux reports three cases of ectopic gestation which went to term. 
In two cases living infants were delivered one of which survived. 
Eight other cases of full term ectopic pregnancy have occurred 
in the service of the Charity Hospital during the past twenty years. 

In discussing the data supplied by these cleven cases Le Doux 
makes the deductions that diagnosis is not always easy and X-rays 
afford no help. The placental attachment seems more formidable 
than it really is but the prognosis is more favourable if the foetus 
is dead. ‘The delivery of a living infant is rare and attended with 
grave maternal risk 

W. W. KING. 
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*Rare uterine injuries. W. Reiprich. 
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mann. 
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Differences in the size of twins and their causation. Brandess 


considers the following factors may influence the length and weight 
of twins :—heemorrhage due to separation of the placenta, or 
placenta previa, structure and situation of the placenta, patho- 
logical conditions thereof, and knots or twists of the umbilical cord. 
Less marked differences in length may depend on hereditary condi- 
tions (e.g. parents of different races, or even hair colouring), or, 
in binovular twins, differences in the sex of the feeti, 
Psychotherapy. = Braun had good results in the treatment. of 
leucorrhcea, menorrhagia and dysmenorrhcea by psychotherapy 
particularly psychoanalysis and hypnosis. 


On retrouterine tarry cysts independent of the ovary and some 


remarks on Sampson's theory. v. Franqué describes an interesting 


case of a woman of 56 who had born six children, and continued 
to menstruate. Operation showed a myomatous uterus with many 
retrouterine cysts containing tarry blood. Microscopical examina- 
tion showed these were independent of the ovary. The condition 
is believed to support Sampson’s theory, the cysts arising from frag- 
ments of uterine epithelium, which were forced back up the tubes 
with some menstrual blood by the obstructing fibroid polypi. 


Spontaneous torsion of the adnexa. Beuthner describes a case 


in which laparotomy for a right gonococcal salpingitis in a multi- 
para showed an apparent absence of the left adnexa, which were 
however represented by a calcareous tumour anterior to the uterus. 
As no symptoms had occurred other than slight pain during preg- 
nancy, attributed at the time to peritonitis, Beuthner believes the 
‘case to be one of spontaneous torsion of the adnexa. Having dis- 
cussed the various predisposing and causative factors, he concludes 
that Payr’s theory of a ‘“‘hemo-dynamic’’ effect due to differences 
of blood pressure is of considerable importance in the production 
of this condition. 


A consideration, with Statistics of the results of treatment of 


sterility in women. Schwarz has made a critical examination of the 
results of operations for sterility, and concludes they are disappoint- 
ing. In hypoplasia, no case was indubitably successful, some 
effect was probably produced in cases with normal genital findings, 
while relatively the most successful results followed Alexander 
Adams’ operation for retroflexion; however, even in these cases the 
first pregnancy tended to end in abortion. 


Primary carcinoma of the tube. From a detailed consideration 
of this condition Schlaak concludes that salpingitis is not 
a frequent or necessary precurser of the growth. The tumour is 
usually of papillo-adenomatous type, and metastases occur by 
widely varying routes. Diagnosis is .difficult, but where a sausage 
shaped, rapidly growing tumour, firm but not tender, is found with- 
out pyrexia in a patient near the climacteric, laparotomy should be 
undertaken, followed if necessary by a complete Wertheim excision 
and where possible by X-ray treatment. 


a 
q 
4 
q 
‘ 
| 


Review of Current Literature 337 


On the secretion and resorption of the liquor amnii and their ab. 


normalities in malformations. From a microscopical study of the 
structure of the amnicn Schmitt concludes that the liquor amnii is 
secreted by the placental amnion only. Causes of pathological hyper- 
secretion are unknown; but in a number of cases of hydramnios, 
Schmitt has found malformations with closure of the upper digestive 
tract, and this he considers to point to failure of resorption of liquor 
by the foetus by swallowing . 


Adrenalin blood pressure curves and vagotonia of pregnancy. The 
following results were obtained :— 

(1) Intravenous and subcutaneous administration of adrenalin 
gave similar results for both methods, and the curves obtained are 
therefore fully comparable. 

(2) Absorption accounted for the slower curves, but had no 
noticeable effect on their shape. 

(3) The adrenalin blood pressure curve does not appear suitable 
to demonstrate the condition of the vegetative nervous system in 
pregnancy. The curves depend not only on the vegetative nervous 
system but on many other factors which are particularly marked in 
pregnancy. 

(4) Injection cf adrenalin is not always harmless in pregnancy, 
severe collapse and onset of premature labour having been observed. 

(5) There is no proof that the corpus luteum of pregnancy causes 
the alteration in the adrenalin re-action, as a corresponding condition 
has been found after total removal of the ovaries. 

On pregnancy ileus. \Jalfatti believes ileus due to pregnancy to 
be a toxeemic manifestation. In his case of ileus associated with very 
marked left uterine ecbliquity, laparotomy and Caesarean section 
failed te relieve the condition, He believes carly operation 
to be essential in order to diagnose the cause of the obstruction and 
cmpty the uterus. 

On the formation of decidua in the gravid tube. 7Zjy;ymerman 
believes the irregular development of decidua in the pregnant tube 
to depend on old inflammatory changes, but in the opposite sense 
to that in which this is usually interpreted;—that is—he considers 
decidual formation to be lacking where the mucous membrane is 
altered or atrophic from previous disease. He therefore supports the 
view that decidua are formed in rcsponse to a hormone stimulus. 


Mechanism of cell developement, \\V¢j]] adds a few remarks to his 
previous articles on this subject. He considers the action of X-rays 
on cancer cells, or on normal cells undergoing kary skinesis, to be 
due to an upset in the balance of the prevalent physical condition, 
e.g. the number of positive and negative electrons present. 


A contribution on injuries of the lower genital tract after normal 
labour, founded on _ systematic colposcopic examination in the puer- 


perium. = Hinselmann recommends colposcopy in puerperal patients 


before discharge, wherever fresh sutures are not present. This mag- 
nified view has shown him many an injury to the cervix, which had 
been unsuspected during an afebrile puerperium, and = which he 
was repeatedly able to observe well healed some time later. 
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Mercurial poisoning from the vagina. Several cases have been 
reported where the introduction of mercuric tablets into the vagina 
has been fatal, and in adding another case to the series, Liegner 
points out that once the poison has penetrated the vaginal mucous 
membrane, the parametrium is particularly well adapted to absorp- 
tion, and this explains the inevitable fatal result. He suggests that 
early excision of the vagina, rectum and parametric tissue might save 
a case, where much of the poison had not yet reached the general 
circulation. He urges that no patient should be allowed mercury in 
solid form. 


Restraint in the sterilisation of young women presumed to be 
tuberculous. Neuwirth reports a case in which, although a physician 
advised induction of abortion on account of pulmonary tuberculosis, 
the patient continued to term and was safely delivered of a healthy 
child. He considers operation dangerous and unnecessary, in view 
of the uncertainty of a patient’s future health and condition. He 
would rather recommend the use of contraceptives. 


Experience of  Clavipurin given intravenously in midwifery 
Clavipurin, an ergot preparation for intravenous injection, has given 
Stachow good results in g1 out of 97 cases. It is immediate 


in its action and it is therefore specially useful in atonic heemorrhage 
and Cezesarean section after extraction of the child. It has no un- 
toward effects, though occasionally the patient complains of dragging 
in the lower abdomen for some hours after the injection. It was 
once given for a hemorrhage on the 17th day of the puerperium, but 
it was believed to cause some salpingitis by expressing infected 
uterine contents into the tubes; in the puerperium it is therefore best 
given intramuscularly. 


X-ray treatment of acute and = subacute 
genital tract. 


inflammation of the female 
Theodor has had some excellent results in 60 cases. 
In one group the inflammatory exudate was rapidly absorbed and in 
another the hard infiltration softened, pus could be withdrawn, and 
rapid healing took place. In some cases the patient could be dis- 
charged from hospital ten days later, though others needed a second 
exposure. A daily blood count showed a rapid fall in the leucocy- 
tosis for 6—S days after treatment, followed by a rise which could 
be checked by a second expesure. This change was due to a dimin- 
ution of leuccecytes, accompanied by an increase in lymphocytes and 
cosinophiles, and it did not occur where the patient did not respond 
well to treatment. Small doses only were used and amenorrhoea was 
not produced. Theodor believes the action to be partly due to the 
rupture of leucocytes and consequent liberation of — bacteriocidal 
material. 


Etiology and results of extended head presentations. A consider- 
ation of the results obtained have led Kamniker strongly to recom- 
mend conservative treatment in these cases, 51.5% occipito-posterior, 
40% brow and 98% face presentations were delivered without any 
interference other than rupture of the membranes or episiotomy 
Maternal mortality was 1.8%, morbidity 17%, and foetal mortality 
5.16%; these figures include all cases admitted, some of whom were 


We 
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already febrile, some had been operated unsuccessfully outside, and 
42% had abnormal pelves. These figures are better than those usually 
given, apart even from the fact, that the less interference in labour, 
the less pyrexia may be expected in the puerperium, and therefore 
the sooner the woman will be fit for work. 


diagnosis of chronic inflammation of the adnexa, 
pseudomyxia 


The difierential 
subacute appendicitis, carcinoma of the appendix and 
of the peritoneum. Jy Schneider’s case an old gonococeal salpingitis 
was followed by a slow subacute appendicitis. The findings _ons‘ste] 
of a gelatinous mass the size of a fist, with diffuse adhesions to the 
surrounding organs. The differcntial diagnosis from gelatinous 
carcinoma, a ‘‘carcinoid’’ tumour or a pseudomyxoma of the periton- 
eum arising from the appendix could only be made histologically. 

The dangers of manual removal of the placenta’ with special 
reference to compression of the aorta. Montag draws the following 


conclusions :— 

(1) In afebrile uncomplicated cases, manual removal of the 
placenta with proper technique and asepsis is relatively harmless, 
although embolism may occur. The danger lies in complications 
such as pyrexia and severe loss of blood. 

(2) Where hemorrhage occurs before the birth of the placenta, 
he recommends compression of the aorta. If this fails, manual 
removal must follow at onee, as the less of blood is the danger. 
Where the placenta is retained without haemorrhage it should be 
removed not later than two hours after delivery, to avoid manipula- 
tions in a uterus containing organisms. Gabaston’s manceuvre may 
be tried first, and also of course Crédé’s expression under anzesthesia. 

(3) Aortic compression reduces the danger from heemorrhage, and 
also lowers the number of cases needing manual removal. 

(4) Injury to the uterus need not be feared, where the removal 


is undertaken with proper skill and care. 


Dysostosis cleido cranialis. Netteshcim describes a case where 
this anomaly occurred in four successive generations (five females, 
one male). The condition is ef interest obstetrically, in that 
the pelvis is generally small, and as the vault of the child’s skull 
is defective, the brain suffers unduly from pressure. However these 
facts may be compensated by the increased compressibility of the 
head, but instrumental delivery is likely to cause serious damage. 
The softness of the head is also apt to be misleading in diagnosis 
of the presenting part. 


pouch of Douglas in  extrauterine 


The conclusions reached by Zeitlin from experiences 


Exploratory puncture of the 


pregnancy, 


during 1o1r2—1023 are as follows :— 
(r) Exploratory puncture is a harmless proceeding, provided it 


is done in the mid line of the posterior fornix and is not undertaken 


in conditions of profound shock. A 
(2) Its chief value lics in the fact that where evidence of infce- 


tion in a localised retrouterine hamatocele is obtained, a dangerous 
laparotomy may be avoided. 
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(3) A positive result is obtained in 90% of cases with a local 
or diffuse effusion of blood. 

(4) The results should be interpreted only in due relation to 
the history and clinical signs. 

(5) In complicated cases, where the patient’s condition is not 
urgent, it is useful to examine the blood withdrawn for cells derived 
from the ovum. 

(6) In these cases exploratory colpotomy will be more helpful. 

(7) In an urgent case of an ‘‘acute abdomen,’’ no time should 
be wasted on vaginal puncture, before performing a laparotomy. 


Bardenheur’s incision. \fartin supports Scltz’s good opinion of 


Bardenheuer’s incision for breast abscess, and emphasises especially 
the fact that the child can be made to suck again from the affected 
breast, after healing has occurred. 


Intracardiac injection of adrenalin as a means of resuscitating 


apparently still born infants. In two cases of white asphyxia, von 
Wachenfeldt has been able to resuscitate the child by intracardiac 
injection of adrenalin (%-1 cc). He was unsuccessful in saving the 
child in 18 other cases, as though the heart recommenced to beat, 
respiration was not established; but in most of these cases the child 
was either premature or injury had occurred during delivery, or the 
injection was given too late. He believes the method to be entirely 
harmless, and well worth using; it should be followed by Schultze’s 
swinging or other method of artificial respiration. 


The bearing of the degree of vaginal infection on the course of 


: the puerperium. The degrees cf infection during pregnancy are 


taken as (1) bacilli only; (2) bacilli and cocci; and (3) cocci pre- 
dominating. Von Breich cencludes that in multigravidee the vaginal 
flora have no effect in the puerperium, but that the presence of cocci 
in primigravide generally leads to a slight infection, with offensive 
lochia, in the puerperium. 


The question of menstrual toxins. Jy direct contradiction of 
Schick’s findings, Schubert and Steuding have found no signs of a 
toxic action of menstrual blood on flowers, mice, spermatozoa etc., 
as compared with normal control blood. 


A consideration of accidental injuries of the external genitals, the 
vagina and the abdominal wall and their treatment. <A detailed 


consideration of these injuries is made by Raaflaub from the insurance 
point of view. By far the most common injury is hematoma of the 
vulva, and this is often best treated actively. by incision and removal 
of blood clot; varicose veins are not considered to be predispcsing 
factors. Incised wounds are serious in proportion to the amount of 
hemorrhage. The most difficult cases to assess correctly are those, 
where a sudden strain causes an injury to the abdominal muscles, 
these must be considered individually. 


A Study of pyelitis. Puppel considers catheterisation of the 
ureters essential in the diagnosis as well as the treatment of pvelitis. 


E 
q 
4 
4 
3 


Review of Current Literature 341 


The use of a new resorptive material (ichthyol isapogen). Icthyol 
isapogen—a compound of iodine 6%, camphor 6% and ichthyol 10% 
in a vegetable oil—has given excellent results in a varicty of cases, 
varying from chronic arthritis, pleurisy, thrombophlebitis to non- 
suppurative inflammations of the genital tract. 

Early diagnosis of pregnancy. Picnst’s work on the antithrom- 
bin content of the blood shows an increase during normal pregnancy, 
and a lowering where toxic manifestations occur. The maximum 
ceeurs when the corpus luteum is most highly developed; later the 
antithrombin is produced by the placenta. In gonococeal pyosalpiux, 
and in syphilis (with a positive Wassermann test) the values are high; 
increased cell destruction and liberation of thrombokinase requires 
more antithrombin to prevent clotting. 


What is being done to combat syphilis? Schefizek after report- 
ing on the cffects of keeping congenital syphilitic infants in hospital 
for their first vear, urges the necessity of state meastres against 
syphilis, such as are in force in Denmark and Norway. 


Pregnancy ileus and similar syndromes. Ajthough no cause 
except pregnancy is somctimcs apparent in these cases of obstruction, 
Luchs points out that the paralysis of the gut may be due to inflamma- 
tion following appendicitis, or to toxic changes secondary to such 
conditions as pyclitis. 

smallpox epidemic in a maternity hospital. the new- 
born were vaccinated prophylactically and stood the process well. 
Hoppe recommends omitting the bath cntirely until the cord is off, 
to avoid any risk of umbilical sepsis. 


Etiology and prophylaxis of congenital dislocation of the hip. 
Krukenberg has produced a dislocated hip in two puppies by ovecr- 
extending the thigh in plaster cf Paris for two weeks. He therefore 
suggests that care should be taken to prevent overextension of the 
iegs (especially of the ilio psoas muscle) in young babies, and also 
io avoid making a child stand too early, especially after breech 
presentations and where any family tendeney to the condition exists. 

The clinical side of adenomyosis. Langen describes two cases, 
in one of which an adenerivoma affected the posterior lip of the 
cervix, and in the other the growth caine to invelve the rectum and 
was thus clinically malignant. 

Ovarian hemorrhage or extraxterine pregnancy. Traugott con- 
cludes that all cases of so-called ovarian haemorrhage (into the peri- 
toneum) are really associated with a complete tubal abortion, and he 
believes microscopical evidence of this would always be forthcoming, 
if all the blcod were carefully removed, and beth it and the tube 
systematically examined. 

Incarceration of a myomatous uterus, [ste] suggests that nulli- 
parity and consequent absence of stretched ligaments is a factor in 
the incarceration of a myomatous uterus, and describes two cases, 
one causing urinary, the second, bowel obstruction. 
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Formation of a vagina from the bladder. Sc}yid describes two 
cases of recurrent uterine carcinoma with fistulae opening into the 
vagina from rectum and_ bladder. Both cases were treated by 
suturing the ureters into the gut, removing the growth, and recon- 
stituting a vagina from the remaining inferior portion, and from the 
anterior part of the bladder; the posterior part of the latter was 
involved in growth and removed. One patient died of infection 
extending to the kidneys, the second stood the severe operation well, 
and was free from symptoms five months later, coitus having taken 
place after an interval of two years. 


Normal labour after implantation of the tube. = Qye of Unterber- 


ger’s cases operated on in January 1924, became pregnant forthwith, 
and was delivered of a healthy 7%lb infant at term with forceps 
without any difficulty. Two other cases showed patent tubes some 
time after operation, but have not become pregnant, while a fourth 
was re-infected with gonorrhoea after operation. 


A symptomless interval of two months between the expulsion at 
two separate times of a twin abortion. 


The twins were binovular, and 
one was aborted at three, the second at five months, no symptoms 
occurring in the interval. The first placenta was believed to undergo 
resorption as it was never passed. Schneider suggests that conserva- 
tive treatment of abortions may save the life of a second feetus. 


Determination of the completeness of the placenta by 


an air 
instead of a milk test. 


Franken, emphasising the extreme importance 
of ascertaining the cntirety of a placenta, reports on the results 
cbtained by distending the placenta with air through the umbilical 
vein under water. He concludes this test to be more reliable than 
distention with milk; where no air bubbles appear on the maternal 
surfacc, the placenta is certainly complete; but where air bubbles 
occur, they may be due to tears or defects, which are thereby rendered 
more obvious and open to careful inspection. 


Hospital treatment of placenta previa. Siegal urges very strongly 
the necessity of sending all cases of placenta preevia into hospital, 
without any previous vaginal examination. He believes the latter to 
be entirely superfluous even for diagnosis, and harmful as regards 
both sepsis and haemorrhage. He has had excellent results with 
transperitoneal cervical Caesarean section, even where examinations 
have previously been made, and recommends the method whenever 
the child is over 32 weeks, whether alive or dead, unless infection 
has already occurred, when the uterus should be removed in addition. 


Treatment of afebrile abortions (Gerstmann supports his active 
treatment of afebrile abortions by the following points :— 

(1) No active interference is undertaken until dilatation has com- 
menced, unless in induced abortions when laminaria tents or a 
metranoikter only are used. 

(2) The curette is used to clear the uterus, but no anzesthetic is 
given, and the uterus does not become relaxed and softened, and 
casy to perforate. 

(3) The dangers of anesthesia are also avoided. 

(4) The uterus is disinfected and packed with antiseptic gauze. 
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Seven years’ experience of Casarean section. (Chief points of 
interest in v. Broich’s summary are (1) the better results given by the 
vaginal operation in heart cases and in placenta praevia, (2) the good 
results of the abdominal method in full term breech presentations 
in elderly primigravidee and (3) of the vaginal methed in premature 
rupture of the membranes and primary uterine inertia. In the latter 
case operation is undertaken, if pains do not start in 18—24 hours 
after rupture of the membranes, in cther cases within six hours after 
their rupture. The puerperium showed less morbidity in the vaginal 
than the abdominal cases. 


Abdominal delivery with total extirpation in a neglected transverse 
presentation with a dead child in Denman’s position. Abdominal 


operation had to be undertaken in spite of infection and a dead fretus, 
as the presentation of the middle of the back, the rigidity of the 
internal cs, and marked thinning of the uterine muscle rendere:| 
vaginal manipulation impossible. 


Remarks on Hermstein’s work on forceps in breech presentations. 
v. Var6é supports Hermstein’s views on the use of Kielland’s forceps 
for breech presentations, and points out their superiority to Neegele’s 
forceps. The forceps should be applied in the bitrochanteric dia- 
meter of the child, and allowed to rotate during descent; they are 
specially useful where the breech is so far impacted into the pelvis 
that a foot cannot be brought down. 


Spontaneous rupture of the uterus through on old perforation scar. 
Operation in this case showed a partially septate uterus, with a small 
perforation in the placental site on the anterior wall, where a small 
sear could be definitely demonstrated, presumably caused by a 
previous curetting. Two previous labours had shown breech present- 
ations. 


Rare uterine injuries, [yg case of a difficult premature breech 


delivery in a myomatous uterus, the instrument used in perforating 
the head passed out through the anterior fontanelle, and inflicted « 
serious laceration on the cervix. In a second case where curetting 
was undertaken for irregular hemorrhage following a supposed 
abortion, lacerations of the cervix and of the fundus were found 
In both cases the injuries were recognised, and the patients’ lives 
were saved by hysterectomy. 


Alterations in the composition of serum during the monthly cycle. 
The proportion of globulin in serum rises during menstruation and 
may be doubled, while the proportion of albumen falls correspond- 
ingly. At the end of menstruation these proportions return to the 
normal values, which are generally reached by the third day. 


Treatment of atresia of the genital tract. \Qhere the atresia is 
not complicated by heematosalpinx, the vaginal operation gives good 
results, but where the tubes are involved, laparotomy should be 
performed with a view to their removal. 
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Early tubo-ovarian pregnancy. After describing a casc, Batis- 


weiler concludes that a true tubo-ovarian pregnancy arises from a 
tubo-ovarian cyst, into which an ovum from the oppesite ovary has 
wandered, and it should be distinguished microscopically from an 
abdominal implantation secondary to a tubal pregnancy. 

Tarry cysts. authors point out that, though some tarry 
cysts may be caused by heterotopic epithelial growth, many more 
are corpus luteum cysts, follicular heematomata, small 
haemorrhagic ovarian cysts. 


Work in the textile industry and its harmfulness in pregnancy. 
Martin in examining a recommendation that measures should be 
taken to bar women from the textile industry during the later 
months of pregnancy, concludes that the work is not as heavy as 
that of a busy housewisc, that if a woman is fitted for the work 
before pregnancy, she will adapt herself to it equally well during 
pregnancy, and that the present conditions are satisfactory. 
Dorotuy N. LEVERKUS. 


La Gynécologie. 


January 1926, 
*The hypertrophic form of tuberculosis of the body of the uterus 
(pseudo-neoplastic tuberculosis). A. A. Babes. 
*Endo-urethral and cnds-vaginal diathermy; its therapentic value. 
Souzan. 


The hypertrophic form of tuberculcsis of the body of the uterus 
((pseudo-neoplastic —_ tuberculosis). In addition to the miliary and 
ulcero-cascous forms, this hitherto undescribed form has to be con- 
sidered. From the standpoint of morbid anatomy, it is found in 
the form of masses in the uterine wall, cither presenting on the 
surface of projecting into the cavity of the uterus. It may casily be 
confused with true tumours. In the anterior of these masscs caseous 
foci and tuberculosis cavities are found. 

Micrescopically, the most advanced lesions are recognised to be 
in the myometrium. The cndometrium may be uninvolved or it 
may contain scattered tubercles. This form is due to the early and 
predominating invasion of the muscular wall. 

One personal case is described, and five others have been col- 
lected from the literature. 


Endo-urethral and endo-vaginal diathermy; its therapeutic value, 


Souzan describes the apparatus of Roucayrol. which registers the 
temperature attained by the tissues undergoing treatment. At the 
first sitting 42° to 45° is sufficient; afterwards 47° or 48° may be 
attained. A course of 12 to 20 treatments is given. 

It is claimed that gonococei disappear from the urethra, cervix, 
vagina and associated glands, that levcorrheea ceases and that in- 
flamed appendages settle down. 


A. GoucH. 
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Acta Gynecologica Scandinavica. 
Vol. iv. Fase. 1, 2. 


*Kstimation of the virulence of organisms in vaginal discharges. 
Methods controlled by use in animal infections. K. Skajaa. 

*A historical investigation of a case of cancer of the cervix cured 
locally by radium and X-ray treatment. H. Rud. 

*Contribution to the study of uniovular triplets. Two new cases. 
A. Sasse 

*The effect and risks of radium treatment in benign gynecological complaints. 
W. Moller. 


*On appendicitis during pregnancy and in the puerperium. Supple- 
ment. E. Jerlov. 


*On perinal tears and a method of avoiding them. F. G. Jenson. 


Estimation of the virulence of organisms in vaginal discharges. 
Methods controlled by use in animal infections. Ruge’s method con- 


sisted in infecting the patient’s defibrinated blood with vaginal 
discharge, after which it was incubated for three hours at 379. 
In Philipp’s modification, plate cultures are made, and the number 
of microbes in the infected blood is determined before and after 
incubation: virulent microbes increase, non-virulent ones are 
reduced in number. The writer has improved the method by caus- 
ing the infected blood to be shaken in a shaking machine during 
incubation. 

The method has been tested in a number of spontaneous in- 
fections in animals: anthrax, swine erysipelas, various calf and 
mouse septicacmias (pneumceoeei and bacilli of the — coli-typhoid 
group), streptceccci infections, pasteural infections and malignant 
cedema. Virulence tests have been made with material from these 
infections placed in the bleod of a series of different kinds of animals 
whose susceptibility or resistance to the infection in question was 
known beforehand. In all these infections the tests have yielded 
an increase of germs in the blood from susceptible animals. The 
sole exception is that anthrax bacilli, in contrast to what one might 
expect, are reduced by horse blood. 

In a series of clinical investigations the method has been tested 
in 10g cases of normal or infeeted births, 26 cases of infected 
abortions, 22 cases of Wertheim’s operations and extensive vaginal 
operations. ‘The tests yielded the following results :— 

(1) Inerease of germs in eight cases. All these died of sepsis. 

(2) The same number of organisms before and after incubaticen 
in eight cases. Of these two died after an illness of pyaemic type. 

(3) A slight reduction of germs in five cases. All these were 
febrile, sometimes highly febrile, for two or more weeks. 

(4) A marked reduction of germs in all the cases. In spite of 
the fact that many of these were in a state of high fever at the 
moment of examination and gave the impression of being heavily 
infected, the later course was without fever, or practically without 
fever, in all cases. 

Virulence tests, in the form here employed, admit of an almost 
certain prognosis with regard to infections at birth or abortion. 
Its importance as a guide to treatment is considerably restricted by 
the time which passes before the result is seen (24 hours). 
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In births this test may enlarge the indications for Ceesarean 
operations, inasmuch as these may be done even if there are symp- 
toms of infection, when the virulence test shows a marked reduction 
of germs. 

In cases of birth in which the test shows an increase of germs, 
the writer advocates Porro’s operation. Infected abortions can 
safely be treated actively when the test shows a reduction of germs, 
Further expericnce must decide how cases with inciease of germs 
should be treated. 

The virulence test should be done before Wertheim operations. 
Cases in which the test with material from the growth yields an 
increase of germs must not be operated on. 


A histological investigation of a case of cancer of the cervix cured 
locally by radium and X-ray treatment. ‘The clinical course and 
autopsy of a case of cancer of the cervix, which was cured clinically, 
death resulting 18 months later from pneumonia, are reported. 

The autopsy showed macroscopic healing of the uterus, vagina 
and left parametrium, but there were still remains of the tumour iti 
the right parametrium. 

On microscopic examination of the organs, cancer cells could 
not be demonstrated in the uterus, vagina, rectum, bladder, left 
parametrium or left ovary. 

Remains of cancer tissue which showed degenerative changes 
were still present in the right parametrium and right ovary. 

In the tissue radiologically treated the following were — also 
demonstrated : an increase of connective tissuc; the occurence of 
hyaline areas and “‘fibrinoid necrosis’? in the muscles; thickening 
and obliteration of the vessels in whose walls hyaline and fibrin-like 
tissue was found; atrophy of the mucous membrane of the uterus 
and vagina in the neighbourhood of the cancer site. 


Contribution to the study of uniovular triplets. 


A common chorion or a connection between the placental vessels of 
the foetuses, in the case of multiple pregnancy, is a proof that there 
was a single ovum, while a difference in sex excludes that possibility. 
Two new cases of single-ovum triplets are described; in one the 
existence of a connection between the placental vessels was shown: 
by injection. Thirty-two other cases have been collected from the 
literature. In the case of triplets single-ovum ones are the rarest, 
next come the tri-ovular; most usual are the binovular (1 :3 :6). 


On perineal tears and a method of avoiding them. = ’J‘jc¢ principle 


of the method is the slow passage of the head through the vulval 
ring, in a flexed position, so as to allow the perineum to attain its 
maximum of stretching. The patient is placed in the dorsal posi- 
tion, with the perineum elevated and with a firm support under the 
spine. The hips and knees are moderately flexed, the feet are sup- 
ported, the thighs abducted to 30° or 4o°. When the head no longe1 
recedes between the pains, two fingers of the left hand are applied 
just in front of the commissure aiid during the pains pressure in 
a backward direction is used to preserve the flexion of the head. 
When the head is fully engaged, it is delivered in an interval between 
the pains in the following way. It is grasped by the left hand 
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and drawn forwards, at the same time as the perineum is pressed 
back by the right hand, which is protected with a swab. The anterior 
shoulder is delivered, and then the posterior shoulder. 

This method has been used for some years in Gammeltofts 
department in Copenhagen. It has resulted in a decrease of perineal 
tears from 40% to 20% in primiparae and from 20% to 12% in 
multiparae; the tears are now smaller than before and fractures 
of the clavicle are extremely rare. 

Complete tears of the perineum occur regularly in 0.3% to 
0.4% and the proportion has not been reduced by the new method. 
The records show that these occur just as frequently in multiparee 
as in primiparee, and in premature as in full-time births. In 70% 
of all complete tears there has been secondary inertia and in an 
equally large number of cases there has been cedema of the vulva 
and perineum. The cedema reduces the elasticity of the perineum 
and is the chief cause of severe tears. 


The effect andrisks of radium treatment in gynecological complaints A detailed 
pathological examination of the genital organs of 25 patients who 
had been treated for benign conditions showed in the great majority 
of cases no sign of any degenerative, destructive or inflammatory 
change in the endometrium; whereas there was abundant evidence 
of degeneration in the ovarian follicles. It was therefore concluded 
that the amenorrhoea produced by the radiation is not due to any 
direct effect on the uterine mucosa. With regard to the shrinkage of 
myomata after radiation, this is due to a direct effect on the tumour 
and there is also an indirect effect due to cessation of the ovarian 
function, 

The risks of radiological treatment are considered. Out of 103 
sases of myomata, there was evidence of infection in 15: in four 
cases the relation of the complications to the treatment was too obvious 
to be denied, or at least the treatment plaved a provocative réle; 
these four patients needed operation for severe inflammatory affec- 
tion of the adnexa, and two died. Cases with latent infections 
should be excluded from radium treatment, but they cannot always 
be diagnosed. Out of seven cases of submucous myoma, five exhibi- 
ted signs of inflammation; these are not suitable for intrauterine 
treatment with radium. 

Out of 200 cases of myoma and metrorrhagia treated with radium 
at the clinic of Lund, in six there was a subsequent development 
of carcinoma (of body in five, of cervix in one). In all cases before 
the radium treatment was commenced, every suspicion of malignancy 
had been removed by a microscopic examination of uterine curett- 
ings. Mdller is convinced that this considerable number of carcin- 
omas must be due to chance. 

Eleven pregnancies occurred after radium treatment. Only three 
reached full term, and one child exhibited hydrocephalus and mongo- 
lism. In this case it could be calculated that the ovum which had 
become fertilized had been developing at the time when radiation 
was applied. 

In the discussion which followed, Heyman attributed the severe 
inflammatory complications in the cases of myoma to the intrauterine 
radium treatment, which he has discarded in such cases since 1919. 
He believes there is no reason for thinking that cancer can possibly 
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be due to radiation. By analogy with the skin, one would expect 
chronic pre-cancerous changes, and no such changes have been found 
in the uterus, even after an overdose. The Radium-Home in Stock 
holm has not as yet had a single secondary cancer of the uterus 
among 350 cases of myoma and metropathy which have been subjec- 
ted to radiation and then closely followed. 


On appendicitis during pregnancy and in the puerperium. Jerlov 
has collected all the cases treated during the years 1900-1920 in 17 
hospitals and four maternity institutions in Sweden, a total of 456. 
During the latter part of the time the numbers have increased on 
account of keener diagnosis and greater readiness to operate. Two- 
thirds of the patients were under 30, and nearly half were primi- 
gravidee. Puerperal appendicitis is without special interest and lacks 
the peculiar features of appendicitis with pregnancy. 

The symptoms were sometimes mistaken for the molimina of 
pregnancy in the early months; in the later months they were 
occasionally confused with the pains of commencing labour. The 
temperature in cases of sevicre appendicitis was often unusually low, 
the pulse-rate being higher than that expected with such a tempera- 
ture. With exception, the symptoms differed little from those of 
appendicitis apart from frequency. One symptom not found in the 
classical picture was painful foetal movements, which were noted in 
two cases and attributed to peritoneal irritation. Lecucocytosis is 
the rule in primigravide, and occasionally in multigravidee in the 
latter part of pregnancy; hence it icses its significance in the diag- 
nosis of appendicitis. For the same reason the sedimentation test of 
red corpuscles loses its value. 

The differential diagnosis from pyclitis is not so casy as is often 
stated. The presence of bladder irritation, pyuria and bacilluria 
must of course suggest an urinary complication, but all these may 
occur with appendicitis. The most important distinguishing features 
of pyelitis are the relatively good general condition, the lumbar pain 
the higher temperature and the relatively good pulse. 

Acute salpingo-céphoritis is indicated when a likely cause is 
known, such as criminal abortion. An initial pain in the epigastrium 
settling later in the right lower quadrant is strongly opposed to 
a diagnosis of salpingitis. 

In ectopic pregnancy, the pain may resemble that of appendi- 
citis; but fainting attacks, subnormal temperature, and falling per- 
centage of hemoglobin are pathognomonic. 

A twisted ovarian cyst is usually distinguished by the presence 
of a tumour from the outsct of illness, and the general condition 
keeps good. 

Gall-stone colic and cholecystitis may be confused with appen- 
dicitis in the latter part of pregnancy, when the appendix has risen 
to a higher position in the abdomen. 


Influence of pregnancy on  appendicitis.. The proportion of 
cases was no greater than that of the corresponding Swedish popula- 
tion without pregnancy; hence there is no basis for the suggestion 
that pregnancy or the accompanying changes in any way favour the 
development or recurrence of appendicitis. But when the disease 
does occur in pregnancy, especially in the latter part, it is apt to 
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become specially serious on account of (1) the liability to peritonitis 
affecting the upper zone of the abdomen, (2) the difficulty for the 
pus to sink into the pouch of Douglas, (3) the spread of infection 
through the Fallopian tube to the ovum, so causing abortion with 
its increased risks. 

Influence of parturition on appendicilis. In slight cases, 
there is no influence. In severe cases purulent peritonitis: if 
delivery precedes the operation, there is marked worsening in a high 
percentage of cases; if delivery follows the operation, there is fre- 
quently a bad effect, in a smaller proportion than in the preceding 
group. 

Influence of appendicitis on pregnancy. In slight cases submit- 
ted to operation, abortion took place in about 10 per cent. The 
tendency to abortion increases with the malignity of the disease and 
with the stage of pregnancy. “The abortion is usually due to the 
disease (especially spreading peritonitis) and the operation is seldom 
responsible. Early abortion is a sign of a severe infection. 

Influence of appendicitis on parturition and the puerperium. 
Apart from frequent retention of the placenta, necessitating manuai 
removal, there were no special obstetric complications, and there 
was no evidence of delayed involution of the uterus. 

Prognosis for the mother. In slight cases, the morality is not 
increased by the pregnancy. Also, in serious cases operated 
carly the prognosis is quite as good as if no pregnaney were present. 
But as to the severe cases operated at a late stage: in the circum- 
scribed form (abscesses) the prognosis is decidedly graver; in diffuse 
peritonitis, the prognosis is not markedly worse, because the outlook 
is so bad even with pregnancy. 

Treatment. Some writers have advocated that the uterus should 
be emptied either before or after the operation for appendicitis. 
This is strongly opposed by Jerlov, because abortion or labour con- 
siderably inerease the risk. Hysterectomy is even more strongly 
condemned. 

In slight cases, immediate operation is indicated. On suspicion 
of appendicitis, the presence of a pregnancy should influence in 
favour of operation rather than against it. 

In severe cases, in which labour has not begun, the treatment 
should be carried out on recognised surgical principles. In those 
cases in which labour is already in progress, the operation should 
be done and the labour left to continue spontaneously; unless it so 
far advanced that it can be terminated by a single interference, e.g. 
forceps. If labour is very tedious, if the patient becomes exhausted 
or if the temperature rises, assistance should be given; and at the 
same time, under light anesthesia, the wound can be dressed and 
the drainage re-arranged. Vaginal Ceesarian section may be necess- 
ary if the os is not sufficiently dilated. It should be remembered 
that uterine massage will not be available, so an injection of ergotin 
should be given at the completion of the second stage. 

As to operative technique, the position of the appendix in the 
latter part of pregnancy necessitates a higher and more lateral in- 
cision. Disturbance of the uterus must be avoided as far as possible. 

A. GouGH. 
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REPORTS OF SOCIETIES. 


Meeting of the Section, held on Jan. 7, 1926, the President, M1. 


T. G. Srevens, F.R.C.S., in the chair. 

The President read a short communication on ‘‘HypaTIDIFORM 
Monk, Expunsion, and DEATH FROM PULMONARY Ha4MORRAGE.”’ 

H. S. aet 32, was admitted to St. Mary’s Hospital, July 17, 
1924, complaining of intermittent blood loss for three months. The 
last normal period oceurred in March, and the April period was 
missed. The uterus was too large for a normal pregnaney of four 
mouths, and the diagnosis of a hydatidiform mole was made tenta- 
tively. On July 18 the cervix was dilated and the diagnosis was 
confirmed by pulling out a piece of the mole with forceps. <A 
small Horrocks’ bag was then introduced to try and make the uterus 
expel the mole. On July 22, nothing having happened, Pituitary 
¢xtract was given in miii doses every two hours. Uterine contrac- 
tions occurred, and at 9.45 p.m. the mole was expelled. About 
half-a-pint of blood was lost during the expulsion, but the patient’s 
condition became very bad, the pulse rising to 180 and becoming 
very feeble. Intravenous gum-saline sclution was given, and at 
11 p.m. there was considerable improvement. At 11.45 p.m. the 
patient coughed up bright red frothy blood and died immediately 
from asphyxia. At the post-mortem examination the lungs showed 
general cedema, and almost universal heemorrhage into the alveoii 
and smaller bronchi. The cause of the hemorrhage was at first 
obscure, as there appeared to be no disesae of the lungs, such as 
tuberele, broncho-pneumonia, or lobar pneumcnia. Scections made 
from different parts of the lungs, however, revealed the cause ol 
the haemorrhage. It was the result of invasion and destruction of 
the capilliaries in the alveolar walls by fragments of deported villi. 
These seemed to be universally distributed, as sections from several 
parts were taken and all showed the same lesions. Deportation of 
villi has long been known to us, but this is the first occasion when 
the writer has known of any serious results from it, apart from 
the secondary deposits of chorion-epithelioma. Although the uterus 
in this case shows some invasion of its wall by trophoblastic 
proliferations, there is nothing to be found which at all suggested a 
chorion-epithelioma. Normally it must be concluded that deported 
villi are dead structures and disappear by liquefaction or absorption. 
In this case they evidently retained their vitality, and exercised their 
normal function of attacking and opening up blood capillaries with 
disastrous results to the patient. 

The President also read notes of a case, 


“HypATIDIFORM MOLE REMOVED BY HySTEROTOMY.”’ 


Mrs. H., act 30, seen in consultation with Dr. Walker, of Kensal 
Rise, in Julv, 1925. The patient had missed one period and had 
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then complained of intermittent hemorrhage, with a little pain for 
several weeks. The uterus, on examination, was found to reach the 
umbilicus and was larger than it should have been, assuming that 
pregnancy had ceecurred. Its consistence was abnormal, being hard 
in parts, doughy in others. No fluctuation could be felt or fluid 
thrill, no foetal parts were felt. A provisional diagnosis was made 
of hydatidiform mole, which was confirmed by dilating the cervix 
and removing a fragment of mole with forceps. A small Horrocks’ 
bag was introduced to try and make the uterus expel the mole. 
The cervix was very hard and unyielding, and in spite of leaving the 
bag in four days, putting weights on it, and giving small doses of 
Pituitary Extract intramuscularly, nothing happened. As the patient 
was very nervous, the cervix very unyielding, and a slight rise of 
temperature had occurred, it was determined to open the abdomen 
and remove the mole by incising the uterus. “This was done, and 
proved a very simple procedure, the mole being completely and 
cleanly removed by turning the uterus partly inside-out. The uteritic 
incision was sutured as in a Cyesarean section, The patient made 
an uninterrupted recovery. The succeeding periods were somewhat 
irregular and abnormal, but now, six months afterwards, the patient 
is quite well. The writer brings this case forward as a plea that 
in certain cases where the uterus is sluggish and does not respond 
to stimulation, hysterotomy is the operation of election for hydatidi- 
form mole. 

In the course of discussion, Mr. Arthur Crook said: In response 
to the President’s request for the experience of other members of 
the Section, that he had had about eight cases of evstic mole, all 
of which had been spontaneously expelled. © The speaker had made 
it his practice to explore the cavity of the uterus, under a general 
anesthetic going to the fundus if possible with the finger only, 
to remove any debris that might be there. Also, after the explora- 
tion, at an interval of at most a month, doing a formal curettage, 
irrespective of the presence or absence of symptoms. 

The President also read particulars of a case of 

“CARNEOUS MOLE RETAINED FIFTEEN MONTHS IN UTERO.’ 

G. W., aet 23, one child in 1922, had her last natural period on 
August 16, 1923. December 22, 1923, a sharp attack of pain 
occurred, but there was no haemorrhage. At the end of January, 
1924, she was seen by Dr. Walker, of Waltham Cross, who diagnosed 
pregnancy of four months’ duration. On February 28, Dr. Walker 
saw her again and considered that the pregnaney was normal and 
arranged to attend the confinement about June 23. At that time 
the height of the uterus was at the umbilicus. Soon after this, a 
slight attack of pain and hemorrhage occurred. On April o, she 
was again examined because she was not increasing in size. The 
uterus was then smaller and its upper level reached half-way between 
the publis and the umbilicus. No movements were felt. A mole 
was then diagnosed and ergot in full doses was given, but apart 
from a small amount of pain nothing happened. She was seen 
again on May 31, and the uterus was found to be a little smaller 
and the patient felt perfectly well. She was advised to come to 
St. Mary’s Hespital, but did not do so until August 13, exactly 
one vear since the last natural period. Except for the slight heemorr- 
hage in February, there had been absolute amenorrhcea during the 
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whole of this time. On August 13 she was seen by Mr. Stevens: 
the uterus was enlarged and reached halfway between the umbilicus 
and pubis, it was very hard, and the upper part felt spherical in 
shape, as if it contained a fibroid. The cervix was long, hard, 
and rigid. She felt perfectly well and did not wish to have any- 
thing done. She was seen again in October by Mr. Stevens, when 
the uterus was found to be in exactly the same condition. There 
had been no hemorrhage in the meantime. Finally she was admitted 
to St. Mary’s Hospital on November 11 in exactly the same condition, 
The uterus was so hard and its fundus so spherical in shape that 
it was thought that there must be a fibroid present, in spite of the 
amenorrhea. The possibility of a retained carneous mole was not 
lost sight of, but the absence of heemorrhage and the shape and 
consistence of the uterus seemed to negative it. Accordingly an 
exploratory operation was done by Mr. Stevens, and even then the 
uterus looked as if it contained a single fibroid. A vertical incision 
was made in the anterior surface of the uterus, and it was then 
seen that the enlargement was due to a retained carneous mole. 
This had no attachments to the uterine wall and was removed entire, 
the uterus being sutured as in a Ceesarean section. The patient 
made an uninterrupted recovery. 

The mole was a very large one and was solid, and the amniotic 
cavity, being squeezed quite flat, was very difficult to recognise. 
On section it showed chorionic villi, decidua and blood clot. The 
villi showed some degenerative changes, chiefly in the form of 
accumulation of fluid in the connective tissue core. 

There seems to be no doubt that this was a true case of reten- 
tion of a mole for fifteen months, as the case was watched the whole 
ume, and at no period was anything passed except a trifling amount 
of blood on two occasions, 

Dr. Oxley gave particulars of a case of carneous mole which 
came to him, with a history of six months amenorrhoea, and 
was found to have a uterus about the size of three months pregnancy. 
Carncous mole was diagnosed, but, to make quite certain, the patient 
was told to return for a further examination in a month’s time. 
She did not do so, but after a time went to a hospital, then to 
another practitioner, then to hospital again, and on each occasion 
was told to return in a month’s time. Six months elapsed in this 


way, When one morning she passed the carneous mole complete and 
made a good recovery. 


Dr. Fairbairn: As the President asked for similar experiences 
in long retention of a carneous mole, he could remember having 
met with a case in which there was nearly as prolonged retention 
and the mole was ultimately removed by operation, but unfortunately 
so long ago that his recollection of the clinical details was not clear. 
The patient was a young married woman—under 25—with a history 
of amenorrhcea of somewhere about 15 months and a hard, enlarged 
uterus, that closely simulated one containing a fibroid. The age 
of the patient and the total absence of menstruation shortly after 
marriage in one previously regular did not, however, suggest fibro- 
myoma in this case. Three months’ trial of various fulminant 
preparations of ergot proving ineffective in exciting uterine action, 
and the woman being anxious to get to her childbearing, she was 
taken into hospital, the cervix was dilated, and a hard mass of old 
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blood clot was removed in pieces with some trouble, but almost 
without any fresh bleeding. 

The sections from the second specimen show clearly the cause 
of death and are sufficiently remarkable and unusual to deserve 
illustration, and he hoped the President would add to the meeting’s 
indebtedness to him by making a drawing of the slide under the 
microscope. He was in complete agreement with the principle 
stated by the President, that in the management of a vesicular mole 
our object should be to encourage the uterus to empty itself rather 
than to remove the mole digitally or otherwise. Cases, however, 
occurred in which artificial removal was required because of delayed 
or incomplete expulsion with hemorrhage. He had not found the 
difficulty as great as the President made out, either in dilating the 
cervix or in reaching the contained material. He would agree to 
all, or nearly all, the cases in question, the mole had probably been 
partially expelled, but by clearing out the lower portions within reach 
by the finger and those higher up with ovum forceps, and by squeez- 
ing down the uterus from the abdomen, he had found it possible 
ultimately to explore again and an attempt made to remove attached 
fragments with the curette. The material removed was reported on 
by Professor Dudgeon as containing masses of blood fibrin, fragments 
of muscular wall of uterus, and degenerate villi without any evidence 
of cellular proliferation. Nothing further was done, and the patient 
remained well. 

He could only admire the President’s prophetic powers in know- 
ing beforehand that the cervix was undilatable, and his courage in 
performing abdominal hysterotomy after all that had occurred, but 
he considered him treading on dangerous ground in advocating 
hysterotomy. He would confess to having done it once, but not 
of malice aforethought, but because of an erroneous diagnosis, and, 
as in the first specimen shown, he had removed a mass of clot and 
cystic mole from an enlarged uterus, instead of enucleating a de- 
generate fibroid as he had expected. 

Dr. Louis Martindale referred to the two cases of hydatidiform 
mole she had had under her care in private practice. In both cases, 
severe hemorrhage was the symptom calling for immediate interfer- 
ence. She had had no difficulty in dilating with Hegar’s dilators, 
removing the mole with two fingers and a blunt Rheinstadter’s cur- 
cette. In both cases she had watched the patients for two years after, 
and there had been no development of chorioepithelioma. 

A short communication was read by Dr. G. E. Gibberd on a 
case of obstructed labour due to conjoined twins; an abstract of his 
paper is as follows : 


“CaSE OF OBSTRUCTED LABOUR,’’ 


Dr. G. F. Gibberd reported a case of obstructed labour due to 
conjoined twins, and showed a specimen of the twins which had been 
reconstructed after delivery. They were of very unusual size (weigh- 
ing 14lbs. together) and were joined by their lower costal margins 
and by their upper abdominal walls. 

The patient, who had previously given birth to living twins, 
was confined at term, and was thought, by her own medical 
attendant, to be a case of straightforward labour with a vertex pre- 
sentation. As there was some delay in the second stage, the forceps 
were applied and the head delivered fairly easily, but the foetus could 
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be delivered no further by her own doctor. In this state she was 
admitted into hospital, where she came under observation for the 
first time. She was then found to have a very dilated lower uterine 
segment containing a second foetus. The case appeared, therefore, 
to be one of locked twins, but it was difficult to see how they could 
be locked when the head of the first had been born. ‘The possibility 
of the twins being joined together offered itself as an explanation, 
and indeed seemed the only possible cause for the obstruction. 
Delivery was accomplished after intra-uterine section of the twins had 
been performed, cach foetus being delivered separately. 

The President (Mr. T. G. Stevens) said that he had dealt with 
a case of conjoined twins in which both presented by the breech; 
he also had treated his case by performing intra-uterine section of 
the twins, and delivering each foetus separately. 

A paper was read by Dr. Wilfred Shaw on 

‘*KRUKENBERG ‘TUMOURS OF THE OvARY.”’ 
an abstract of which is as follows : 

The tumours originally deseribed by Krukenberg in 1896 are 
solid, with smooth surfaces, retaining the shape of the normal ovary, 
bilateral and usually accompanied by ascites. Microscopically they 
have the form of a fibro-sarcoma, but in addition large signet-ring 
like cells are present. Krukenberg considered that these cells were 
derived from connective tissue cells and called the tumour a fibro- 
sarcoma mucoccllulare carcinomatodes, in view of the mucin content 
of the signet ring cells and of the attempt at alveolar arrangement 
that was sometimes seen. It was afterwards shown—particularly by 
Kraus—that such tumours were usually found in association with 
carcinoma of the stomach, and at the present time the Krukenberg 
view of their origin is strongly disputed. 

Dr. Shaw described five cases of Krukenberg tumour, in four 
of which there was good evidence to show that the tumours were 
secondary to carcinoma of the stomach. The literature up to the ° 
present time shows that in almost all of the recorded cases of 
Krukenberg tumour that have been examined completely either at 
autopsy or at operation, a carcinoma of the stomach has been found. 
It is difficult in many cases to demonstrate that the tumours are 
secondary in nature unless an autopsy is performed, for the primary 
growth may be small and missed at operation, while the ovarian 
tumours are the dominant feature of the case. On the other hand, 
there are apparently authentic cases of Krukenberg tumours which 
have been found in cases where no primary growth has been found 
at autopsy. It is difficult to agree that the signet-ring cells are 
conncetive tissue in origin; in view of their mucin content and because 
of the alveolar arrangement that is sometimes seen, it is much more 
likely that they are epithelial structures. In the complete cases 
that have been recorded the primary growth has been almost in- 
variably a carcinoma of the stomach. ‘Ovarian metastases of 
carcinoma of the sigmoid or caecum frequently resemble Krukenberg 
tumours, but it is doubtful if a true Krukenberg tumour has been 
found in association with any growth other than carcinoma of the 
stomach 

The common metastasis of carcinoma of the stomach that is 
found in the ovaries is a nodular tumour which resembles the primary 
growth, and these metastases are probably produced by implantation. 
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In the case of Krukenberg tumours this mode of spread does not 
hold, for cases have been. recorded where the peritoneum has been 
free of growth, and it is difficult to explain the smooth surface and 
the histological structure of these tumours by this hypothesis. It 
has therefore been suggested that they, are produced by retrograde 
lymphatic spread—as has been shown to occur in cases of carcinoma 
of the breast. On this hypothesis it is assumed that the superior 
lumbar glands are blocked by carcinoma from the primary growth 
of the stomach, and that the ovarian lymphatics which pass to these 
glands are invaded by retrograde lymphatic spread. In this way 
the ovaries are invaded from the medulla and not from the surface, 
and this accounts for the shape of the tumour and for its smooth 
surface. This hypothesis cxplains the isolation of the signet-ring 
cells amongst the stroma cclls, and the loss of the characters of the 
primary growth, fer it must be assumed that only isolated cancer 
cells disseminate along the lymphatics in this way. There is a 
certain amount of evidence in support of this view. It has been 
pointed out by Schottlaender that in early metastatic carcinoma o! 
the ovary nodules of growth are frequently found in the medulla 
when the cortex is free of growth. O. Frankl has shown that in 
cases of metastatic carcinoma of the ovaries it is possible to demon- 
strate metastases in the wall of the uterus, while in the cases of 
primary carcinoma of the ovarics such metastases were not found. 
Krukenberg emphasised that the tumours occurred young 
women. This was illustrated by the records of cases since 
recorded. Of 35 cases, 9 were found in women between the ages 
of 21 and 30, 17 between 31 and 4o, and only 7—i.e., 20 per cent.— 
in women over the age of go. This is a very important feature of 
these tumours, for carcinoma of the stomach occurs most typically 
in patients over the age of 4o. 

Metastases of carcinoma are found very frequently in the ovaries, 
compared with other organs of the body, and this is well marked in 
cases of carcinoma of the breast. It has been suggested that the 
ovaries afford an excellent culture-medium for these metastases, and 
that the sarcomatous changes in the stroma represent the reaction of 
the ovaries to the invasion of the cancer cells. 

The diagnosis of malignant disease of the ovarics is usually 
made, for ascites accompanies these tumours, but the immediate mor- 
tality of evariotomy should be less than has been the case in the past. 

The President (Mr. T. G. Stevens) said he considered — that 
these tumours were more common than was generally thought. Net 
infrequently they were removed and looked upon as fibromata of she 
ovary without microscopic examination. Their histological structure 
was exactly that of the “leather-bottle’? stomach, namely, a carein- 
oma composed of an embryonic stroma enclosing small alveoli of 
large cpithelial cells usually arranged in a single row of not more 
than three or four elements. The epithelial cells always showed a 
large vacuole, which pushed the nucleus on one side and produced 
the well-known signet-ring appearance. The embronic stroma which 
had often been wrongly looked upon as sarcomatous, was only a 
response of the ovarian stroma to an unusual stimulous supplied by 
secondary epithelial growth. This stroma closely resembled that ©. 
many ovarian fibromata, in which the whole growth is often intenselv 
cellular and yet not malignant in any sense. Mr. Stevens had 
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always regarded these tumours as the result of epithelial implantation, 
but in the light of modern opinion, as shown by Dr. Shaw, he 
considered that invasion via the lymphatic channels seemed highly 
probable. Secondary ovarian carcinomata might follow a primary 
growth in the stomach, intestine, breast, but in view of the histo- 
logical characters of the Krukenberg tumour, Mr. Stevens considered 
that the primary growth was always gastric, as a tumour of intestine 
or breast never had the peculiar characters usually found in these 
tumours. The most striking clinical feature was that the cases so 
seldom showed any gastric symptoms, but only came under observa- 
tion when the abdomen commenced to enlarge from ascites due to the 
secondary growths. 


The paper was discussed by Mr. McCullagh, Mr. Everard 
Williams, and Mr. Oldershaw. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYN2ACOLOGY. 


Meeting of the Section held on February 4th, 1926, the President, Mr. T. G. 
STEVENS, F.R.C.S., in the Chair. 


Mr. W. H. McCutiaGu showed a specimen of ovarian tumour, and Mr. 
EVERARD WILLIAMS showed a specimen of ovarian teratoma. 
Dr. ABERCROMBIE read a short communication on 


TRIPLETS DIAGNOSED BY X-RAYS. 


In this paper Dr. Abercrombie described a woman about 28 weeks’ 
pregnant, in whom a diagnosis of a live child was in doubt; when seen 
again two weeks later, the uterus had almost reached the xiphisternum, and 
twins were suspected. The X-ray photograph by Dr. Loughborough this 
time reported that ‘‘ there are certainly two heads, if not three; one in the 
left hypochondrium, and one in each iliac fossa.’? There was no evidence 
of multiple pregnancy. On December 2nd the patient went into premature 
labour, and an hour after the membranes were ruptured a male foetus, 
weighing 3lbs. 30z., was born; no placenta followed, and the second bag of 
membranes was artificially ruptured. During the rest of this day and the 
whole of the next nothing happened. On the following day an attempt was 
made to stimulate the uterus by means of caster oil and quinine ; labour re- 
commenced at once, and a second child was born by the bheech, after a leg 
had been brought down. This was a male weighing 34 Ibs. The third child 
lay transversely, and was extracted as a breech, a male weighing 2} Ibs. 
All three were delivered alive, and a single large placenta with three 
amniotic cavities and three umbilical cords was removed manually. The 
smallest child died on the second day, the next on the 15th; the largest 
regained its birth weight at the end of the fourth week, and is doing well. 

Dr. Abercrombie showed the X-ray photograph, which clearly revealed 
two heads, and the third less distinctly. 

Dr. GinuiaTt said : The triple pregnancy to be described presents several 
points of interest, the most important being the method by which the 
diagnosis was made before labour. 

Mrs. P., aged 35, had had one miscarriage at the third month, in 1923; 
her second pregnancy went to term, and on 31st December, 1924, after labour 
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had lasted forty-five hours, she was delivered under anesthesia by forceps 
of a seven-pound child. Prolonged artificial respiration proved successful, 
but on the following day the child had a fit, and continued to have fits at 
fairly frequent intervals until it died at the age of eight weeks. 

When first seen on 19th October, 1925, the patient stated that she had 
had no monthly period since the birth of her child, and that she had 
quickened two months previously, from which data it was calculated that 
delivery might be expected in January, 1926. Examination showed the 
pelvis to be somewhat contracted, the external measurements being 9} in., 
1oin., and 7}in. The promontory of the sacrum was easily within reach 
from the vagina at a distance of four inches. The lie appeared to be a 
transverse one. Seen again on 2nd November, the uterus was already almost 
up to the xiphisternum, and, in spite of the difficulty of gauging the 
duration of pregnancy, and of determining the lie, owing to the presence 
of a considerable degree of hydramnios, the possibility of twins was sug- 
gested. An X-ray photograph taken with a Potter-Bucky diaphragm at 
St. Bartholomew’s Hospital on 5th November, that is probably between the 
twenty-eighth and the thirtieth weeks of gestation, was reported on by 
Dr. Loughborough as follows: ‘‘ There are certainly two, if not three, 
heads present; one in the left hypochondrium, and one in each iliac fossa.’ 
An attempt a few days later to demonstrate foetal electrocardiograms failed, 
and definite evidence of multiple pregnancy by auscultation of feetal heart 
sounds was not obtained. 

On 2nd December, at 2a.m., the patient went prematurely into labour, 
and was admitted to the maternity ward of the New End Hospital, Hamp- 
stead, under the care of the Medical Superintendent, Dr. A. G. L. Reade, 
to whom I am much indebted for his courtesy in permitting me to observe 
and record the case. At 10.30a.m., the cervix being fully dilated, the 
membranes were ruptured artificially, and after an hour a boy, weighing 
three pounds two ounces, was born, a normal easy breech delivery. The 
cord was divided between ligatures, but no placenta followed. As the labour 
pains continued, a second bag of membranes was ruptured at 12.45 p.m. 
The pains ceased almost immediately. Throughout the rest of that day 
and during the whole of the next nothing whatever occurred, and the patient 
spent much of the time in undisturbed sleep. 

On the morning of December 4th intensive treatment by Mr. Gordon 
Luker’s method was begun: At 5 a.m. two ounces of castor oil, at g a.m. a 
hot enema, followed at ro and again at 12 by intra-muscular injections, each 
of 10 grains, of the bihydrochloride of quinine. Labour recommenced mid- 
way between these two injections. At this time the patient was well and 
strong, her temperature and pulse-rate were normal, and no blood or 
meconium came from the vagina. At 4 p.m. she was examined under light 
anesthesia ; the cervix was not quite fully dilated a second child presented 
as a right sacro-posterior with both legs extended, a third child lay trans- 
versely with the head to the left in the upper part of the uterus, a foetal 
heart was heard. By 6.30 p.m., in spite of strong and frequent pains, there 
had been no appreciable advance; the cause of this delay was not, I think, 
interlocking of the children, but rather that the distension of the fundus 
by the transverse lie of the upper child prevented an adequate expulsive 
force being applied to the much narrower breech presentation in the pelvis. 
Moreover the liquor amnii had drained away, and the uterus was becoming 
moulded to the shape of its contents. Accordingly, a general anzsthetic 


358 Journal of Obstetrics and Gynaecology 


was given, the whole hand passed into the uterus, and, after some difficulty, 
the anterior leg of the breech presentation was fixed at the knee and 
brought down, and a boy weighing three and a half pounds fairly easily 
delivered. Next, the position of the third child was ascertained to be trans- 
verse with the head to the left and the limbs downwards. It was easily 
extracted as a breech, and proved to be a boy of two and a half pounds. 
All three children were delivered alive, and respiration was quickly and 
spontaneously established. At no time during the delivery of the third 
child was a third bag of membranes encountered. It was thought wise to 
remove the placenta manually, and it was found to consist of a single mass, 
showing evidence of three amniotic cavities, and having attached to it three 
separate cords, one of them by a battledore-insertion. 

The puerperium was comparatively uneventful. The pulse-rate never 
rose above 104, and an evening temperature of 100° on the first two days 
gradually declined to normal at the end of the first week. Four hypodermic 
injections of sensitized streptococcus pyogenes vaccine type I—were given 
prophylactically. Of the children, the smallest died on the second day, and 
the next in size died on the fifteenth day. The largest, having survived a 
precarious descent to two and three-quarter pounds, regained its birth- 
weight at the end of the fourth week, and at the present moment is breast 
fed and gaining steadily. 

This case is an admirable example of the very great value of X-rays in 
ante-natal work. At a comparatively early stage of pregnancy, when all 
other diagnostic methods failed, N-rays gave accurate information of the 
position and of the number of feetuses present. The photograph shows two 
foetal spines in the right hypochondriac region; the upper of these is 
continuous with the head in the left hypochondrium, the lower with the 
head in the left iliac fossa. Immediately below the shadow of the head in 
the right ilac fossa is the rather faint indication of the third foetal spine. 
As far as I have been able to ascertain from a search through the literature, 
triplets have been demonstrated in utero by X-rays on three previous 
occasions. 

Mr. W. Gilliatt said that he had had a case of triplets diagnosed before 
labour by X-rays at King’s College Hospital, in March, 1925. The circum- 
stances of the case were a little unusual in that the patient was admitted a 
few days before term for a very bad albuminuria of pregnancy Twins 
were diagnosed, and it was decided to deliver her by Caesarean section next 
day. An X-ray examination of the uterine contents was made before the 
operation and triplets diagnosed, two children presenting as vertex and 
one as abreech. The three children weighing respectively, 5 Ibs. 6 0z., 4 Ibs. 
}oz,and 4 Ibs., and all of the male sex, were delivered by Caesurean section. 

Mr. Gilliatt considered that X-ray examination of the pregnant uterus 
was of invaluable assistance in any patient in whom the baby could not be 

easily made out both as regards position and size. During the last month 
he had had a case of hydramnios in which it was impossible to make out 
any foetal parts. X-ray examination revealed one child presenting by the 
head, and in three radiograms taken no vault could be seen to the skull, 
and a diagnosis of ananencephalic foetus was made, which proved correct on 
delivery. 
Mr. HERBERT PATERSON read. a short communication on 
HYDRONEPHROSIS cight years after ligature of the ureter (with specimen). 
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In March, 1913, he performed total hysterectomy on a woman aged forty- 
three for a large uterine fibro-myoma. On opening the abdomen, a large 
soft fibro-myoma was exposed, the lower pole of which extended deeply 
into Douglas’s pouch, where it was fixed firmly by atmospheric pressure 
and was pulled up after considerable difficulty. Part of the tumour had 
burrowed between the layers of the right broad ligament, and the right 
ureter passed through the lower pole of the swelling which had apparently 
grown round and underneath the ureter. As dissection of the ureter would 
have been very difficult, if not impossible, and in any case would have 
entailed an extensive separation of the ureter, the wisest plan seemed to be 
to divide the ureter and ligature it above and below the fibro-myoma. The 
fibro-myoma was growing from the lower uterine segment and weighed 
eight pounds. The patient was quite well for three weeks (highest tem- 
perature 99.2° F.), when she had a rigor with a temperature of 103° F. 
Following this, she had several attacks of vomiting, with severe abdominal 
pain. Four weeks after the operation an elastic swelling was discovered in 
Douglas’s pouch. It was opened through the roof of the vagina and a 
considerable quantity of serous alkaline fluid was evacuated. The fluid was 
not urine, and the condition was apparently a serious perimetritis. After 
this she made a speedy convalescence and remained quite well, except that 
occasionally she had incontinence of urine. Eight years later she began to 
suffer from pain after food with a sensation of fullness. The pain was 
relieved by lying down. A swelling was found in the right lumbar region. 
With the cystoscope urine was seen coming from the left ureter, but no 
secretion from the orifice of the right ureter. A diagnosis of hydronephrosis 
was made, and the abdomen was re-opened. The right kidney had become a 
large thin-walled sac filled with fluid. The right uterer was dilated to the 
size of the small intestine and could be traced down to the brim ef the pelvis. 
The swelling was removed, together with the ureter. The patient made an 
uninterrupted recovery and is now (44 years after the operation) quite well. 

Examination of the specimen shows that the kidney had been dilated 
into a large sac on the inner surface of which there is still some attenuated 
secreting surface. The point of interest is that, contrary to what is taught 
in the text books, the kidney continued to secrete in spite of ligature of 
the ureter. Possibly the explanation is this : When the ureter is tied closely 
to the kidney the back pressure of the kidney causes immediate cessation 
of the secretion. When, however, as was done in this case, the ureter is 
tied nearer to the bladder, the pressure of the secreted urine is great enough 
to distend the thin-walled ureter, which becomes slowly dilated, so that the 
back pressure in the kidney is never quite high enough to cause total 
suppression of urine. Therefore the kidney continues to secrete, although 
very slowly, as it has to secrete against the tension of the slowly dilating 
ureter. Owing to the constant back pressure, the kidney substance becomes 
gradually atrophied and absorbed, and the kidney eventually becomes a 
mere bag of urine. The lesson would seem to be that the ureter should have 
been tied close to the renal pelvis. 

Dr. HERBERT SPENCER said that he had cut the ureter in performing 
hysterectomy for large myomata on two occasions. In one case he had 
brought out the ureter through the flank and drained and subsequently 
removed the kidney. He thought it likely that a careful examination of 

cases in which the ureter had been tied would show that hydronephrosis 
developed more frequently than was thought by some operators. 
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In the second case he had implanted the upper end of the cut uterer into 
the lower end by the following method. A long strong black thread trans- 
fixed the upper cut end, and one of the free ends of the thread was threaded 
into an eyed probe and the two ends of the thread tied. The probe was then 
passed through the lower cut end of the ureter into the bladder. The lower 
end of the probe was guided by the fingers feeling through the bladder-wall 
into the jaws of forceps introduced through the urethra. The probe and 
thread were then withdrawn through the urethra. By making traction on 
the thread the upper end of the ureter was invaginated into the lower and 
the outer walls were stitched in position with fine silk. The thread was 
then cut and removed. Both the patients remained well after many years. 

Dr. BARNARD gave a demonstration by means of sections of the whole 
uterus shown by epidiascope of the spread of uterine cancer. He also 
showed a specimen of adrenal tissue nodules found in the broad ligament 
of a human embryo. 

Dr. A. Louise McILRoy contributed a paper on 

PULMONARY TUBERCULOSIS COMPLICATED BY PREGNANCY, 
of which the following is an abstract :— 

The authoress laid stress on the fact that British obstetricians have paid 
little attention to the subject of tuberculosis complicated by pregnancy, and 
that, as a consequence, there is little co-ordination between the maternity 
hospitals and the sanatoria in the treatment of ante-natal and post-natal 
cases. Much could be done for patients of the working classes by the 
provision of special sanatoria for maternity cases or beds in an obstetric 
institution. No interruption of sanatorium treatment should be permitted 
during labour or the puerperium. In the ante-natal clinics the type most 
frequently met with is that where a tubercular lesion has taken place before 
the onset of the pregnancy. Although the patient may appear to be 
improved because of the pregnancy, this improvement is as a rule only a 
fictitious one. Reversion to the original condition usually takes place after 
delivery, and, in some instances, the disease may progress with a fatal 
ending. Pregnancy is a disaster in the case of a patient with a tubercular 
lesion. In the ante-natal clinic symptoms of tuberculosis may easily be 
overlooked until the lesion is advanced. 

Induction of therapeutic abortion is the problem of the obstetricians. 
Opinions are very much divided as to its merits. It should never be a 
substitute for efficient treatment. It is very doubtful whether its employ- 
ment is of much benefit to the patient. The trend of modern obstetricians 
in all constitutional diseases is to employ therapeutic abortion rarely 
in practice. The treatment of the disease should be the primary considera- 
tion and the pregnancy should be allowed to take care of itself unless the 
mother’s life is in imminent danger from the presence of the ovum in the 
uterus. Careful consideration must be given to each patient, and facilities 
must be available for satisfactory treatment. If abortion is decided upon, 
it should be carried out not later than the twentieth week. 

Pregnancy should be avoided when any active tubercular lesion is present 
in the lungs, and only permitted when the lesion has been healed for a 
period of two years at least. Patients should be placed under the care of 
a chest specialist after delivery. The infants of tubercular mothers are very 
frequently born in a healthy condition. Breast feeding should not be 
employed if there is any active lesion, as there is a danger of exhaustion 
and infection of the child by direct contact. 
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Dr. McIlroy showed charts with the records of cases of tuberculosis and 
pregnancy and their histories after confinement. 

Dr. HERBERT SPENCER disagreed with the writer of the paper and the 
previous speaker on the question of inducing labour in these cases. He was 
surprised to hear it suggested that it was only recently that British obstet- 
ricians were objecting to the operation. More than thirty-six years ago, in 
the Obstetrical Society of London, the question ‘‘ Should pregnancy be 
terminated prematurely in cases of phthisis ’’ was raised by the late Dr. 
William Duncan. A very full discussion took place, in which the operation 
was condemned (for reasons which remained equally valid to-day) by all 
the leading obstetricians of the time—Matthews Duncan, Priestley, Playfair, 
Herman, Cullingworth, Champneys, A. Routh, etc. (Obst. Soc. Trans., 
1890, vol. xxxii., p. 7.) The fact that an obstetrician was asked by a 
general physician to induce abortion was no justification for his doing it. 
The speaker had been asked to do it and had always refused, as did Dr. 
Cullingworth in the case which gave rise to the discussion. 

It was certain that in some cases the patient’s condition improved during 
pregnancy and that the children were usually strong and healthy; in some 
cases the condition became worse; but no one could say with any certainty 
that abortion would improve matters or be justified in deciding that because 
the mother might be killed by the disease the child should be killed by 
the doctor. 

Some general physicians were apt to pretend a knowledge of the course 
and prognosis of these cases which they were far from possessing, a good 
example of which has been published in the Bull. de la Soc, Obstet. et de 
Gyn. de Paris, 1924, p. 568. The speaker would regard it as regrettable if 
there were expressed by this Section a general approval of the induction of 
abortion in cases of phthisis complicating pregnancy. 


ROYAL SOCIETY OF MEDICINE 

Meeting held on March ath, 1926. 

Vice-President Dr. Eardley Holland in the chair, acting in the 
unavoidable absense of the President, Mr. ‘I. G. Stevens. 

Dr. Herbert Spencer read a short communication on 

“CARCINOMA ADENOMATODES CERVICIS UTERI.” 

The case is one of carcinoma adenomatodes (adenoiia malignun) 
cervicis uteri which occurred in a patient aged 4o. 

Vaginal hysterectomy was performed with the Paequalin cautery, 
and the patient remains well after 22 ycars. Attention is drawn to 
the rarity of the disease, and the point is emphasised that in true 
cases of the disease the glandular epithelium is nowhere proliferated, 
and, therefore, reliance on microscopic examination alene for the 
diagnosis may lead to serious error. 

Dr. F. J. McCann said that at the old “Obstetrical Society, in 
1898, he showed a specimen of what he termed malignant adenoma 
of the cervix uteri. The patient was aged 46 vears, the mother of 
three children. Her uterus was enlarged to 1% inches above the 


*Trans. Obst. Soc. Lond., Vol. XL, 1808, p. 2. 
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symphysis pubis and distended with mucoid material, slightly blood- 
tinged. The cervix was nodular and excavated, forming a crateri- 
form ulcer at the apex of the vagina, the cancerous growth spreading 
to the bladder anteriorly. Vaginal hysterectomy was performed on 
June 28th, 1897. The disease recurred locally, and secondary 
deposits invaded the liver, causing her death on December gth, 
1897.+ At the meeting at which the specimen was shown the 
opinion was expressed that this form of cancer was probably not 
very malignant, but in this instance, at any rate, recurrence was rapid. 
This case is described in his book on ‘“‘Cancer of the Womb.” p. 131. 

Mr. H. F. Seymour read a short communication :— 

“METHOD OF ENDOSCOPIC EXAMINATION OF THE UTERUS WITH ITS 
INDICATIONS.”’ 

Mr. Seymour, during the course of his remarks, gave an 
interesting description of the instrument he has evolved for the 
examination of the interior of the uterine cavity; he claimed that 
by its use the whole of the endometrium could be carefully scrutin- 


ised by turning the instrument about. Important points in the 
technique are :— 


1. The cervix must be dilated up to the 9/12 dilator in order 
to take the full-sized tube of the instrument. 

The examination is under general anzethesia. 

It is a direct focus observation; one could obtain a magnified 
image with the lens at the ocular end of the tube. 

Suction is necessary at the beginning of the removal of blood, 
but this can be shut off towards the end; a little swabbing 
is necessary. 

5. It is easy to remove a piece of the tissue by sight for the 

Pathologist. 

The indications for the use of the hysteroscope are as follows :~-- 

1. Where diagnostic curettage is indicated, a hysteroscopic ex- 
amination is likely to help. 

2. Where there is uterine hemorrhage, either menorrhagia or 
metrorrhagia and nothing abnormal can be felt on bi-manual 
examination, the diagnosis can be cleared up by means of 
the hysterocope. 

3. Hemorrhage from the uterus after the menopause or a puru- 
lent discharge; here a carcinoma of the body can be seen and 
a snipping of the growth taken and a diagnosis made 
between a degenerating fibroid and a carcinoma. 

4. In certain cases some might be in doubt as to whether to 

treat a case of hzemorrhage by hysterectomy, X-rays or 

radium. Here the serutiny of the endometrium will help 
in coming to a decision. 


Mr. C. Lane Roberts read a short communication on 
“A CASE OF PREGNANCY COMPLICATED BY URETERIC CALCULUS.”’ 


The speaker described a case of pregnancy in which, after an 
attack of pyelitis, the urine became suppressed entirely at the eighth 


+Sections made from the growth showed that it is composed 
of tubules lined by a single layer of columnar epithelium, the inter- 
stitial tissue being of a fibro-cellular character and varying in amount. 
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month. X-ray examination of the kidney and ureter showed nothing 
abnormal, and for four days not more than an ounce of urine was 
withdrawn from the bladder. Caesarean Section was performed, 
when the right kidney was found to be enlarged to one and a half 
times its normal size, with much dilatation of pelvis and ureter; the 
left kidney was also enlarged. The right ureter palpated below the 
dilation showed nothing abnormal; six hours after Caesarean Section, 
the right ureter was explored by ureteric catheter, when an obstruc- 
tion was felt. Still, however, no urine was passed for ten days. 
A right pyelotomy was performed and much urine was drawn away 
from the hydronephrosis. On the second day after the operation 
the patient’s general condition was fair, the blood urea having risen 
from 96 to 117 milligrams, but no urine was passed from the bladder, 
while the kidney wound was draining well. By the seventh day 
after the operation the patient passed urine normally. Three 
months after the Caesarean Section the patient was operated on 
for perinephric abscess, and this was followed by removal of the 
ureteric calculus by the extra-peritoneal route. 

The interesting features of this case were: the length of time 
during which no urine was passed, the duration of the reflex anuria 
of the apparently healthy, though hypertrophied left kidney, even 
after the removal of the obstruction, an almost complete absence 


of symptoms, and finally the mobility of the obstruction when it was 
discovered. 


Dr. G. Strachan read a short communication :— 

“VAGINAL POLYPI IN INFANTS,”’ with a report on two cases. 

Dr. Strachan described two small polypi growing from the 
interior vaginal wall of young infants. Microscopical examination 
showed a non-malignant structure largely made up of loose em- 
bryonic fibrous tissue. 

Dr. FitzGibbon read a paper :— 

REVISED CONCEPTION OF ANTEPARTUM 

Dr. FiztGibbon reviewed the result of his observation of acci- 
dental hemorrhage during the last six years, and had been led to 
this enquiry by noting that the accepted views of the pathology of 
the disease could not explain certain clinical facts. 

Firstly. —He found it impossible to accept the theory that the 
concealed type of heemorrhage was due to a disease of the muscle 
which rendered it paralytic. 

Secondly.—That toxaemia could not be held accountable for the 
majority of the cases. 

Thirdly.—That absorption of extravasated blood and its bi- 
products cannot explain the toxaemia. 

Fourthly.—That the supposed diseased condition of the uterine 
muscle is not consistent with the results of the various treatments. 

Fifthly.—That during the operation of Caesarean Section the 
supposed paralytic uterus neither failed to contract nor bleed, but 
showed that the mortality at the Rotunda Hospital from palliative 
treatment was 10.7 per cent. from plugging, 12.5 per cent. from 
Caesarean Section and from hysterectomy 66 per cent. 

From a study of cases, Dr. FitzGibbon claimed that Caesarean 
Section, hysterectomy, or other operative interference is not good 
treatment for accidental hemorrhage, and, after consideration of 
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the results of treatment, he has been led to abandon all operative 
treatment, including plugging. 

Under his medical treatment during the last six years the mor- 
tality has been 64 intern cases with three deaths, 34 extern cases with 
three deaths, 34 extern cases with four deaths. While admitting that 
the disease is probably a result of toxaemia, he claims that it is 
different toxaemia from that of eclampsia. The two views of cases 
put forward are :— 


1. A simple and truly accidental ablation of part of the placenta. 

2. A toxaemic condition due to haematoma or applexy of the 
uterine wall involving the placental site in comimon with the 
rest of the uterine wall invoving the placental site in com- 
mon with the rest of the uterine wall, but not originating 
in the placental site. 

The second group is very largely composed of multigravidee, 
some go per cent., and all his patients had albuminuria. Hvidence 
seems to point to the fact that repeated child-bearing and associated 
chronic nephritis are the causes. 

Lhe symptoms of the second type are dependent upon tne gradu- 
al accumulation of blood within tne uterus and in the uterine wall. 
‘This heemorrhage is progressive over many days before any sugges- 
tion of the condition of collapse. ‘Lhe essential tact to be observed 
is that the bleeding is never sudden or rapid—it has been going on 
slowly tor many days. lhe collapse when present 1s not due to 
sudden onset or inerease of bleeding. ‘the apparent increase in the 
size of the uterus is not due to the contained clot, but to its forward 
projection due to the increased tension of the muscle. 

The main lines of treatment are expectant. If the foetus is 
alive the patient is treated on purely palliative lines and watched. 
‘The occasional cases of persistent fresh bleeding may call for induc- 
tion of labour after several days, but the others clear up or end in 
uneventiul delivery. Those patients showing toxaemic symptoms are 
treated by puncture of the membrancs if the uterus is tense. ‘he 
collapsed patient is interfered with as little as possible—nothing 
more than puncture of the membranes being done, apart from very 
simple restorative measures. Plugging of the vagina is not advised, 
and Czesarean Section is definitely condemned. 

Dr. D. J. Malan said that he had looked up the records of 30 
cases of accidental antepartum heemorrhage, and the results of treat- 
ment in these made him unwilling to accept the statement that the 
only treatment required was palliative and expcctent and that oper- 
ative and expectant interference was uncalled for and dangerous. 
How did Dr. FitzGibbon stop the bleeding when it continued in 
spite of palliative treatment? That in cases of concealed accidental 
hemorrhage the uterine muscle acted well was also contrary to his 
experience. In three cases where Caesarean Section was performed, 
two required sub-total hysterectomy, as the uterine muscle refused to 
contract properly. In the third case, the uterus was preserved only 
after prolonged efforts had been made to make it behave properly. 
Two of the three patients survived, and the last-mentioned case six 
years later gave birth to a 9% Ibs. baby—normal pregnancy and 
normal labour. 

If chronic nephritis is the casual agent, then the haemorrhage 
should recur in susubsequent pregnancies. This was not the speaker’s 
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experience, and he found it difficult to accept without further proof 
the explanation ot Dr. bitzGibbon regarding the cause of accidental 
antepartum hemorrhage. 

Dr. R. H. Paramore (Rugby) referred to two cases of serious 
accidental hemorrhage under his care. In the one the membranes 
were ruptured, a great rush of blood occurred and the patient died. 
In the other, admitted as a case of placenta praevia with dead child, 
Caesarean Section saved both mother and child. 

He was surprised that Dr. FitzGibbon denied the uterine muscle 
was necrosed or degenerated in these cases, in view of the work done 
by the late Gordon ley. ‘he speaker was under the impression 
that lesions of the uterine wall and especially its haemorrhage state, 
only occurred or was most marked in cases of concealed hzemorrhage 
of magnitude. He reminded the author that absence of histological 
signs of cellular degeneration or necrosis was not evidence of func- 
tional activity. 

Dr. FitzGibbon divided cases of accidental haemorrhage into two 
types: (1) simple, and (2) toxaemic. The toxaemic was due to 
chronic nephritis. But Dr. FitzGibbon apparently thought that the 
severe cases, the cases in which hemorrhagic extravasation into the 
uterine wall and broad ligaments occurred, were always toxzemic 
and that the simple cases, e.g. due to trauma, did not produce this 
state. But his evidence was inconclusive. In the simple cases 
either there was no albuminuria or, if there was, Dr. FitzGibbon 
regarded it as a concomitant unassociated with the bleeding. The 
speaker believed the albuminuria in the traumatic cases was at times 
the result of the distension of the uterus which the bleeding caused. 
But to understand how accidental hemorrhage occurred, a study of 
the dynamics of the capillary circulation—and the placental sinuses 

“were but modified capillaries—was necessary. 

Mr. Rivett agreed emphatically that there was more than one 
type of accidental haemorrhage, and that the so-called ‘‘toxeemic”’ 
type was a definite entity. He called attention to the fact that in 
many cases the amount of blood lost was not sufficient to account 
for the severity of the kidney in cases which died was in keeping 
with chronic nephritis, and also if cases which had lived subsequently 
showed clinical signs of this disease. 


Dr. FitzGibbon, in reply, said that the kidneys of one of his 
fatal cases showed definite chronic nephritis; in his other fatal cases 
the kidneys were not examined. Of his cases that recovered, 
several remained chronic invalids and were transferred to general 
hospitals, where one died nine months later. The case recorded 
“KO” is an excellent-illustration of the progressive permanent dam- 
age to the kidneys. As to subsequent pregnancies, in the severe 
cases, they tend to terminate at earlier periods as abortions and 
miscarriages, and markedly resist efforts to carry on the pregnancy. 
He has done hysterectomy on two patients to stop this recurrent 
useless conception. Dr. Malan asked how the bleeding is to be 
stopped to allow recovery: the contention of the paper is that the 
bleeding is never rapid and does not require treatment. Dr. Para- 
more asked, is it possible to distinguish the two types of cases? 
Dr. FitzGibbon thinks it is, and indicated the characteristic symp- 
toms, but the accidental association of ablation of the placenta with 
an ordinary toxzemia of pregnancy may occur and mislead. The 
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majority of cases operated upon have free blood in the peritoneal 
cavity. Dr. FitzGibbon hardly expected the suggestion of . haema- 
toma of the uterus to be accepted straight away, but is very pleased 
to know that the President is inspired to look into the question. 
Dr. Theobald read a paper entitled :— 
‘‘A Piea FoR Drastic REFORMS IN THE TEACHING AND PRACTICE OF 
MIDWIFERY.”’ 


In this paper, after drawing attention to the present mortality 
in child-birth, Dr. Theobald read a number of case histories of 
obstetrical difficulties which had been mishandled before admission 
to hospital. He then proceeded to lay the blame for imperfect 
midwifery practice in the country on the system of teaching at 
present in vogue in the English maternity hospitals. After criti- 
cising the system of organisation of the maternity hospitals, he 
suggested obstetrical establishments staffed by senior resident officers. 
He also criticised the teaching of midwives and the conduct of 
normal labour. 

Lady Barrett expressed the thanks of the Section to Dr. Theo- 
bald for his spirited paper on behalf of mothers. She considered 
his warnings against over interference in the guarding of the 
perineum and the control of the uterus after birth as practically 
useful. Dr. Theobald ‘had also indirectly pointed the way which 
might avoid precipitate interference in labour in private practice 
owing to the importunities of the patient and her friends; it was 
the more systematic use and teaching of suitable analgesics during 
the early stages of labour. 

Dr. Fairbairn also expressed his appreciation of Dr. Theobald’s 
paper, which he considered timely and justified by the conditions 


-now prevailing in the teaching and practice of midwifery. Reform 


was urgently called for, and he would advocate a return to funda- 
mental principles as the most essential need of the present day. 

Throughout medicine the ultimate objective is the maintainance 
of normal function, and in Obstetrics our efforts must be directed 
towards securing for our patients a physiological pregnancy, paturi- 
tion and puerperium. ‘Till this principle is recognised and acted 
upon whole-heartedly by all teaching and practising midwifery, the 
frequency of disasters, such as those quoted this evening will not 
be lessened. Many practitioners would appear to consider that 
their function is to get their patients delivered somehow, but, in 
any case, as quickly as possible, 

He was interested in Dr. Theobald’s apologies for the enthusi- 
asm and idealism of youth, but he could tell him from personal 
experience that youth is not essential for such epithets to be applied. 
At the Portsmouth meeting of the B.M.A., he had urged a more 
extensive study of, and greater effort to attain, physiological paturi- 
tion, but his views were pooh-poohed as visionary, idealistic and 
impossible in practice. Dr. Theobald would find that even if he 
brought up his students in the way they should go, it would not 
necessarily follow that when they had grown up into practitioners 
they would not depart from it. However well-drilled in the methods 
he has advocated, few of them will also have the backbone and 
character to enable them to overcome the pressure of patients and 
relatives to terminate labour early and artificially, and yet survive 
in the competition for practice. He knew striking instances of his 
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own students and house officers, strong both in faith and purpose 
who had regretfully acknowledged defeat in the struggle. In other 
words, the public also required education, and, without some change 
in the system and conditions of maternity practice, reform, like the 
labours, will be difficult and delayed. 

The reader of the paper seemed to be unduly severe on the 
midwife and her training, but surely a wider use of her services 
must be part of the campaign on behalf of physiological parturition. 
If the true criterion of success is the degree of the physiological 
attained, the best results were to be found where the trained mid- 
wife conducted the labours and sent for medical aid only when there 
was need for it, as shown not only by the better maternal mortality 
rates in those countries with a well-organised service of midwives, 
but also by individual results in this country when this system is 
adopted. In working out the figures of the East End Mothers’ 
Home for the past four years he had found over 95 per cent. of 
normal and unassisted deliveries, a forceps rate of about 1 per cent. 
in outdoor cases and under 4 per cent. in cases in the hospital, with 
only 6 maternal deaths in nearly 9,000 deliveries, or a rate of .65 
per 1,000, about 1/6th of that of the country generally. The mid- 
wives of the Queen Victoria Jubilee Institute, who attend over 
50,000 cases a year, have a rate of less than half the national rate, 
and in both these instances the medical assistance obtained by the 
midwife is that of a local practitioner. 

Another point to which he would call attention is in regard to 
Dr. Theobald’s advocacy of the Rotunda plan of having an experienced 
master resident for 7 years in supreme charge in preference to 
visiting consultants. That plan was advocated by the Committee 
on Teaching in a report to the Council of this Section, and adopted 
by it in 1919—though there was a minority report against it. ‘The 
details will be found in the proceedings for that year. 


THE NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A meeting of the society was held at Liverpool on December 18th, 1925. 
The President, Dr. J. E. GEMMELL, in the Chair. 

Dr. D. DouGaL (Manchester) reported two cases of VAGINAL MYOMA. 

Professor BriGGs (Liverpool) said that the physical characters of each 
specimen in his judgment suggested a fibroma. ; 

Dr. FrtzGkRALD (Manchester) showed a specimen of Adenomyoma of 
the uterus and sarcoma of the ovary. 

The specimen consisted of the uterus. with its appendages and a portion 
of the posterior vaginal wall. The left ovary was represented by the wall 
of an ordinary ovarian cyst, and the tube was dilated at its abdominal 
ostium. The right ovary was partly solid and partly cystic and distention 
of the abdominal ostium of the tube was seen. From the cystic portion 
of this ovary tarry fluid was exuded when it was opened. At operation 
there was close adhesion between the posterior vaginal wall and the anterior 
rectal wall with a cluster of minute peritoneal cysts around this. The area 
on the vaginal side was removed along with the adjacent posterior vaginal 
wall. Examination of the sigmoid showed one portion with the same 
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induration as was observed in the rectal wall, and a crop of tiny peritoneal 
cysts which were easily wiped away. 

A microscopical section from the growth removed with the portion of 
the posterior vaginal ‘wall showed the essential features of adenomyoma, 
while another section of the solid portion of the right ovary (in which there 
was the tarry cyst) showed the esseritia! features of a sarcoma. The patient 
was aged 33, 4 para, and complained of dysmenorrhecea of four months’ 
duration, a tender lump on the right side, frequency of micturition and 
some pain with defaecation. There was no loss of weight. The convales- 
cence following operation was quite uneventful. 

Dr. EVERARD WILLIAMS showed, on December 3rd at the Royal Society 
of Medicine, a tube with loose fragments of menstruating endometrium. 
Dr. FITZGERALD proposed having the tubes from this specimen examined 
to discover whether a similar condition could be demonstrated. 

The President proposed, Mr. H. M. Puiiirs (Sheffield) seconded and 
it was agreed that Dr.Fitzgerald’s specimen should be referred to the 
Manchester Pathological Committee for report and this was agreed to. 


LOcKED TWINs. 


Mr. Mites H. Puittirs (Sheffield) reported a case of this abnormality. 

“Impaction of twins is one of the rarest forms of obstructed labour. 
Many authorities of very large experience state that they have not seen a 
case. Even Smellie does not record one. However, most text-book writers 
devote so much space and so many illustrations to the condition that exam- 
ination candidates seldom hesitate in invoking the phenomenon when in 
difficulties. 

“The patient, Mrs. S. was a primigravida. Twins had been recognised 
by her doctor at an ante-natal examination on September 4th, foetal heart 
sounds being easily heard on both sides of the abdomen. 

Labour was due on September 21st, but commenced on September 11th, 
at 7. 30.a.m. Pains were weak and irregular all that day and the following 
night, but the cervix was fully dilated ‘at 10. 30. a.m. on the 12th. In spite 
of strong uterine contractions no progress was made, and I was called in 
and saw the patient at 12. 30. She was then tired and disappointed, but 
not physically distressed. The uterus was not in tonic contraction, but 
acting so frequently that I could not palpate the foetal parts. No foetal 
heart sounds could be heard. Chloroform was administered and the patient 
placed in the lithotomy position: a head was visible low in the pelvis. 
There was a very large caput on the unduly soft head and the skin was 


“peeling. It was not very difficult to pass my hand alongside the head in 


the pelvis and to feel a rounded mass—apparently a second head— at the 
pelvic brim, and impinging on the neck of the presenting child. It proved 
impossible to push the second head out of the pelvis, and a tentative pull 
with forceps on the lower head failed to budge it. 

“The first head was obviously beginning to macerate and so after per- 
forating it to afford the necessary room, the child’s neck was cut through 
with curved scissors. The head was withdrawn and the trunk pushed 
aside. The second head then entered the pelvic cavity. It was soft and 
pulpy and easily extracted with forceps. : 

“This child was also dead. No liquor amnii was seen and nobody could 
state when the bag of membranes had ruptured. 
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“The children were males weighing 54 and 5 pounds respectively. The 
placénta was small, and weighing only one pound : otherwise it appeared 
macro- and microscopically, healthy. It might well be that a relative 
placental insufficiency had caused the death of the foetuses, either just 
before or during the not very protracted labour, as it was thought that at 
least one foetal heart had been heard on the day before delivery. The 
single chorion showed a central opening about four inches in diameter. 
The amniotic membrane was found completely pulled off the placenta. 
It was in two portions, each attached to the root of each umbilical cord 
and, over a limited area, to one another. At this junction projected a 
crescentic ridge two inches in depth. Microscopical examination of this 
ridge shows that it consists of a double layer of amniotic epithelium and 
stroma, so it would appear to represent a portion of the parti-wall which 
completed the original two amniotic sacs. At some time during the 
pregnancy this had been perforated. 

“In the numerous other cases of twin labour with which I have been 
concerned two distinct sacs have existed and the second has always 
presented and been ruptured. after the delivery of the first child. 

“Such an arrangement would appear to render collision or locking of 
the two foetuses impossible or extremely unlikely. 

“On the other hand the loss of all the liquor from two communicating 
sacs would conduce to this very rare complication.” ! 

Miss IvEns (Liverpool) mentioned that she had had a case of ‘‘locked 
twins’? some years ago. The patient was a primagravida and there was 
considerable delay in the second stage. Under anaesthesia one twin was 
felt presented by the vertex, and the second was lying transversely with 
its neck very much elongated and stretched across the neck of the other—- 
this way prevented the descent of the shoulders of the first. The transverse 
twin was dislodged and pushed upwards by the hand in the uterus. The 
first twin was then delivered by forceps, and the other presented as a 
vertex and was also delivered by forceps. Both children were born alive 
and survived. As is usual they were small babies, one weighing 5 lbs. 12 
ozs., and the other 4 Ibs. 14 ozs. 

Dr. D. DouGat (Manchester) said that after Mr. Phillips’ remarks it 
was with some diffidence that he had to admit having seen a case of ‘locked 
twins,” but nevertheless it was a fact. He did not remember many of the 
details now, but the woman was admitted to St. Mary’s Hospital, Man- 
chester, as a “failed forceps’? case. The true state of affairs was only 
revealed when the patient was fully anaesthetised, and a hand passed into 
the vagina. It was then found that the advance of the first child was 
obstructed by the head of the second one, and delivery was easily effected 
by pushing the second child out of the way. The first child was dead, 
but he thought this was probably due to injuries during previous attempts 
at delivery with the forceps. 

Both children were small, and this probably explained why the second 
head was able to get into the pelvic brim and so cause the obstruction. 

Dr. GORDON FITZGERALD (Manchester) said he would also like to mention 
a case of “locked twins’? which he had seen. In this case the first infant 
was a breech and the second a head presentation. No.1 was born as far 
as the umbilicus when the patient was admitted to Hospital, and it was 
because of failure on the part of a medical man that she was admitted. 
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On investigation it was found that the chin of Nn. was locked on the 
chin of No.2. The liberation of the head of No.2, in consequence of the close 
application of the uterus, was impossible, and as No. 1. was dead it was 
decapitated. The delivery of No. 2 was attended with no difficulty. The 
extraction of the head, which was free in the uterus, did give some trouble. 
Professor BriGGs (Liverpool) remarked that in the absence of the 
actual foetuses he gratefully accepted Professor Miles Phillips’ clinical 
description as exact and complete. In the laboratory of practical obstesrics 
Professor Briggs said he had utterly failed in experimentally locking twins, 
and he was unprepared to accept reports of foetal incidents or complications 
within the pelvic cavity or at the brim of the pelvis in the second stage 
of labour unless the whole of the hand of the obstetrician had been pre- 
viously placed within the pelvic cavity : practical teaching on this essential 
was worthy of a wider endeavour. 
Mr. briefly replied. 


VESICULAR MOLE WITH COINCIDENT CHORION-EPITHELIOMA OF THE VULVA. 

Mr. W. W. KiNG (Sheffield) described a case of chorion-epithelioma in 
which a metastatic growth was present at the vulva during the course of 
an intra-uterine pregnancy. 

The patient, aged 33, had had one child ten years previously, since 
when menstruation had been regular. She was first seen on account of 
uterine haemorrhage of seven weeks duration without previous amenorrt- 
hoea. Two days previously a ‘‘lump”’ had suddenly appeared at the vulva, 
Upon examination, this “lump” appeared to be a haematoma, and the 
enlarged uterus suggested the presence of a carneous mole. After excising 
the labial growth the operator was surprised to find that the uterus con- 
tained a hydatidiform mole. Histological examination of the vulval tumour 
showed it to be a chorion-epithelioma of the type described by Ewing 
as ‘‘chorion-adenoma”’. 

In view of the reputed low malignancy of this type of chorion-epith- 
elioma, and, fortified by the record of a somewhat similar case quoted by 
Teacher in which the patient made a complete recovery after simple 
excision of the metastatic growth and evacuation of the uterus, the patient 
was advised that radical operation was not essential. Her subsequent 
history was as follows :— 

Menstruation was normal during the ensuing three months, when 
small irregular haemorrhage commenced. Examination showed no sign 
of recurrence of the vulval growth and the pelvis was apparently free 
from growth. It was decided to explore the uterus, and in so doing one 
tiny vesicle was discovered almost by accident. The presence of this 
vesicle three months after the evacuation of a vesicular mole was itself 
suggestive of malignancy even apart from the growth which had been 
previously removed from the vulva. Hysterectomy was decided upon, 
and, on opening the abdomen, two considerable secondary deposits were 
found in the pelvis. Their removal was impossible, but the uterus and 
appendages were removed in the hope that the secondary deposits would 
atrophy. Histological examination showed that the uterine wall was in- 
vaded by chorion-epithelioma. In spite of the secondary deposits the 
patient had remained well during the four years which have elapsed sirice 
the operation. 

Commenting upon the case, Mr. King said that he wished to emphasize 
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the fact that unless he had found the vesicle in the curettings he would 
not have felt justified in removing the uterus, and that there was little 
doubt that had the not done so the patient. would have died of chorion- 
epithelioma. The case raised the question of the fallacies of a negative 
report upon curettings in such cases. 

He related a further case to show how unreliable a diagnostic curetting 
might be. This second patient had a vesicular mole evacuated in June, 
1925. Three months later she reported on account of some irregular uterine 
bleeding. There were no physical signs of new growth in the pelvis, but 
it was decided to remove the uterus without a preliminary diagnostic 
curettage, because, in view of the previous case, a negative report would 
not have been convincing. The uterus was therefore removed by hyster- 
ectomy. No secondary deposits were found in the pelvis or elsewhere, 
but on cutting into the uterus it was found to be riddled with growth. 
At only one spot did the growth approach the endometrium, and this 
was only a tiny microscopic patch which might well have eluded the most 
careful examination of the curettings. Some of the deposits in the muscul- 
ature of the uterine wall apparently dated from the time of the vesicular 
mole, for they were encapsulated. It is interesting to speculate as to 
the factors which stimulated some cells into activity and allowed others 
to atrophy. 

On the suggestion of the President, discussion on Mr. King’s cases 
was postponed. 

A METHOD OF DEMONSTRATING THE GANGLIA OF THE CERVIX UTERT. 

Dr. A. A. GEMMEL (Liverpool) read a note on this subject. 

Dr. FLETCHER SHAW (Manchester) said he was very interested in Dr. 
Arthur Gemmell’s paper and asked whether he had examined the paramet- 
rium behind the uterus. He had been very much struck with the excessive 
amount of shock shown by patients when he had enucleated tumors or 
growths from this region, and had often thought this part must be espec- 
ially well supplied from the sympathetic system. 

Dr. LeitH Murray (Liverpool) remarked that an extension of malig- 
‘nancy from the cervix had been observed in these ganglia and along the 
‘related nerves. Dr. Arthur Gemmell’s interesting research might have 
an importance from that point of view. 

In reply, Dr. A. A. Gemmell said that he thought that there were some 
variations in the positions of these ganglia, as in some specimens he had 
been unable to find them anywhere in the parametrium available. There 
was the possibility that interference with the ganglia might account for 
the shock following Wertheim’s operation. 

The utero-sacral ligaments and posterior portion of the parametrium 
had not been examined as it was thought that there was more chance 
of finding sympathetic elements along the vessels in this neighbourhood 
as in other parts of the body. 

The President delivered his presidential address entitled ‘‘Forty Years’’. 

After refering to the ancient history of Gynaecology and the contrib- 
utions of Hippocrates, Aetius and others, sketched the state of gynaecol- 
ogical teaching and practice in Edinburgh at the time of his graduation 
in 1885. 

The only pelvic operations seen by him as a student were Perineorr- 
haphy, Trachelorrhaphy, the cauterisation of Haemorrhoids and one Ovar- 
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iotomy which was performed by Thomas Keith with much ceremony in an 
isolated room in the Royal Infirmary. Gynaecology was then a small 
subject limited chiefly to out-patient and consulting room work, not free 
from the taint of quackery and sometimes a target for the shafts of the 
satirist. 

In the eighties, the Peritoneum was feared and pelvic infections but 
little understood and invariably treated on conservative lines. Great 
credit was due to the early work of Tait and Cullingworth on Salping- 
ectomy, for this had led to the replacement of the old methods of Colpotomy 
and prolonged drainage by the modern practice of excision with abdominal 
closure. In the same way, the use of the pessary had largely given way 
to surgical procedures in the treatment of prolapse and other displacements — 
of the uterus, and although the value of some of the operations employed 
for the correction of retroversion was still a matter of controversy, yet 
with regard to prolapse it was generally agreed that the so-called ‘‘Man- 
chester method”’ of performing Colporrhaphy had firmly established itself 
as the method of choice. 

Pelvic Haematocele had become a rarity since the adoption of the 
surgical principle of “going for the bleeding point’’,but forty years ago 
such cases were the common result of the expectant treatment of Ectopic 
Gestation, whereby the effused blood was either absorbed during a long 
period of semi-invalidism or evacuated after suppuration by a iciouneeal 
rupture into the rectum or vagina. 

The natural history of the surgical treatment of fibro-myomata was 
next described, and the President gave his own personal experience and 
results of hysterectomy for these tumours. Similarly, he traced the steps 
that had led up to the modern extended abdominad hysterectomy for carcin- 
oma of the cervix and showed that the Wertheim type of operation had 
been gradually evolved by the efforts of many surgeons. 

References were made to the advances in gynaecological pathology, to 
certain improvements in surgical technique and to the present methods 
of preparing patients for operation, and the President concluded by saying 
that the science and art of gynaecology now stood upon a firm basis and 
that it should not be forgotten that the pioneer work of Ovariotomists had 
paved the way for successful surgery in the upper abdomen. 

A vote of thanks to the President was proposed by Dr. Donald (Man- 
chester), seconded by Dr. Fothergill (Manchester), supported by Dr. Croft 
(Leeds) and carried unanimously. 


EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the above Society was held on December gth, 
1925, the President, Dr. R. W. Johnstone, in the Chair, when a 
paper was read by Professor Ranken Lyle (Newcastle), on ‘‘The 
Ethical and Scientific Aspects of the Prevention, Conservation and 
Destruction of Intra-uterine Life.’’ 

Professor Ranken stated that the trend 
of medical thought with regard to the conservation of intra-uterine . 
life had been slowly changing during the last twenty-five years and 
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that the child’s life now was considered nearly as important as that 
of the mother. The intrinsic duty of the medical profession was 
to preserve and prolong life—that is, the life of the ovum, from the 
period of gestation to the death of the individual. Sterilisation of 
patients used to be practised after any Caesarean Section, but now 
Professor Lyle considered sterilisation to be an insult to surgery, 
which prevented a woman carrying out her mission in life. He 
had only once sterilized a patient after Caesarean Section 
25 years ago—and he had performed Caesarean Section as often 
as seven times on one patient. 

Induction of abortion for medical reasons ought to be prohibited, 
in Professor Lyle’s opinion, as it was quite contrary to medical 
practice ever to perform such an operation. In cases of hyperemesis 
gravidarum hygienic treatment, suggestion and psycho-therapy cured 
practically all, and there were only very rare toxic cases, which 
required abortion to be induced. In cases of tuberculosis pregnancy 
should be allowed to proceed without interruption and also in cases 
of heart disease, at any rate until the later months when pressure 
is being caused by the growing uterus, and then the question of 
induction of labour or Caesarean Section must be considered : chorea 
gravidarum very rarely warranted induction of abortion. 

Craniotomy on the living child was never necessary, Caesarean 
Section having taken its place, and by this means the maternal 
and the foetal mortality would be greatly improved: Caesarean 
Section was also usurping the place formerly held by bipolar version 
and the death rate was considerably lowered and the maternal not 
increased. Even in cases of prolapse of the cord especially in a 
primigravida, Caesarean Section was advocated to save the child’s 
life. 

Ante-natal care had been instrumental in revolutionising 
abnormal obstetrics and preventing the majority of cases of difficult 
labour. By this means eclampsia had been checked to a large extent 
with a great saving of both mothers’ and children’s lives. Ab- 
normal presentations could now be rectified before the confinement 
and brecch, face and transverse presentations converted to normal 
vertex positions; this allowed many children to be born alive, who 
would not if the case had not been wnder ante-natal supervision. 
Lastly, by ante-natal care contracted pelves could be diagnosed early 
and the necessary treatment decided upon before labour was begun, 
which was a different propesition from seeing the case advanced in 
labour, when any treatment was likely to be dangerous to both 
mother and child. 

The paper produced an animated discussion. 

Dr. Haig Ferguson said that Professor Lyle aimed at high ideals, 
but sometimes these were unattainable. He did not agree with the 
non-sterilization of Csesarean Section cases and he thought if a 
woman had been through the ordeal of three Caesarean Sections 
she had a right to sterilized. if she so desired. Again with regard 
to induction of abortion, if the mother’s and child’s interests clashed 
the mother should be the first to be considered and thus he thought 
the oneration should be permitted in some cases of tuberculosis, 
insanity, diabetes, recent heart disease and hyperemesis gravidarum. 
Craniotomy was a repugnant operation, but in domestic practice it 
was sometimes necessary. 
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Dr. Fordyce agreed with Dr. Haig Ferguson that the maternal 
life was the first consideration. He did not think the cases of 
hyperemesis gravidarum in Newcastle could be quite so severe as 
they were in Edinburgh, because in this city induction of abortion 
was in some cases the only treatment possible to save the mother’s 
life. Also he was sure some cases of chorea gravidarum warranted 
obstetric interference. He agreed with Professor Lyle on the 
question of Caesarean Section for cases of central placenta przevia 
in primigravide. Ante-natal care carefully carried out would clear 
away many of the difficulties mentioned by Professor Lyle. 


Professor Watson stated that when we got a certain treatment 
for hyperemesis and other conditions, then no foetal life would have 
to be sacrificed, but at present there were cases that defied all 
treatment, and in these abortion had to be induced to save the 
mother’s life. With regard to sterilisation after Caesarean Section, 
the patient’s view must be taken into consideration, and this was 
cspecially the case when performing the cperation fer a decompen- 
sated heart lesion. There were some cases which warranted 
craniotomy, for example, a primigravida badly lacerated with raised 
temperature and the foetal head jammed in the’ pelvis. 

Dr. James Young was surprised at Professor Lyle’s assurance 
the 80-90% of children could be saved by Caesarean Section in cases 
of placenta praevia, and thought it a great argument in favour of 
such an operation. He agreed with Professor Watson on the value 
ef craniotomy in the definitely septic case. 

Dr. Farquhar Murray, (Newcastle), considered that craniotomy 
was never justifiable on the living child, but on a dead child it 
might be performed when the head was low down and _ easily 
accessible. He urged a fuller discussion in the future on the question 
of induction of abortion especially in cases of tuberculosis and 
suggested that tuberculosis specialists should be invited to take part. | 

Dr. Keppie Paterson admired Professor Lyle’s high ideal, but 
doubted if it could be achieved. He thought craniotomy on the 
living child was still a necessary evil. . 

The President, after thanking Professor Lyle for his excellent 
paper and for the animated discussion it had stimulated, said that 
it was ante-natal care which could be looked to in the future to 
help us to reach the high ideals of Professor Lyle, but at present 
there were still some cases which required induction of abortion 
and craniotomy. Sterilization by deliberate operation was hardly 
ever justified, but after several Caesarean Sections he thought it 
was often indicated in the best interests of the patient. 


Professor Ranken Lyle (in reply), stated that the number of 
Caesarean Sections to be performed before sterilisation was advised 
had been increasing from one in 1,900 to three at the present 
meeting. Ten years later the number would still be increased and 
soon seven would be reached! With regard to hyperemesis, cases 
should be treated early before jaundice occurred; up to this year he 
had never induced abortion in such cases, and he had only seen 
one patient die. Caesarean Section, he was convinced, would give 
better results than craniotomy even in septic cases. He cordially 


thanked the Society for the very good reception it had given his 
paper. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held inthe Reyal College of Physicians on Friday, 5th Feb- 
ruary 1926. the President, Dr. D. G. Mapi in the Chair. 

Dr. Greson FitzGisson showed three specimens one of which was. 
a Sarcoma of the Body of the Uterus. These specimens were removed 
from patients aged 45, 43 and 44 respectively, one specimen of sarcoma, was 
removed from a patient who was married 20 years, had two children aged 
19 and 10 years and who is a widow for the past ten years. The other 
uteri are from women, one married 20 years with one child aged 18 the 
other woman married a few years and no children. The symptom in 
each was profuse haemorrhage for the past few months at intervals suggest- 
ive of irregular menstruation which they were all inclined to look upon 
as connected with the onset of the menopause. None of the patients 
suffered any pain but all were debilitated by the haemorrhages. 

The specimen of sarcama shows a large nodule projecting into the 
cavity from the fundus and the growth has invaded the uterine wall 
deeply. Microscopically the tumour is a rounded celled sarcoma, in some 
places the cells are very diffuse in others relatively compact. It is difficult 
to say whether the growth originated from the uterine wall or the endomet- 
rium. The whole uterus is enlarged with thick wall and considerably 
softened. 

The interest in the three cases is the close resemblance of clinical 
symptoms and the almost identical physical signs elicitated on vaginal 
examination. There was nothing to distinguish the sarcomatous case 
from the others until the uterus had been removed and examined histol- 

- ogically. The cases illustrate the necessity of looking upon all cases of 
severe bleeding at the time of the menopause with suspicion and not 
temporizing in treatment. 

The President said that sarcoma of the uterus was rare compared with 
carcinoma of the uterus. He personally had only seen a few cases of 
sarcoma. In one case, the growth looked like an ordinary fibroid polypus, 
but when removed and examined it was found to be fibrosarcoma. Another 
case was practically identical, and in both a radical operation was done, 
and both patients did very well. Sarcoma was supposed to be a rare 
condition, but he thought that if every fibroid was examined, the percent- 
age of sarcoma would be higher than was generally thought. 

Dr. BETHEL SOLOMONS said he was especially interested in the case of 
sarcoma, as he had removed a uterus ten days previously which resembled 
the uterus under discussion. 

The patient aged fifty, had been seen by him in November, she had 
suffered from haemorrhage and had been curetted for diagnosis. Further 
operation or treatment was refused. She returned later and begged for 
further treatment. She was sixty inches round the abdomen—the bony 
vagina was very narrow. Vaginal operation was impossible, not only 
on account of this but because of the size of the uterus. The growth 
seemed to be too extensive for radiation and the results and prognosis 
after operation in body cancers were excellent. He decided to do a total 
hysterectomy through a Pfannenstiel’s incision. The operation was 
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difficult but was brought to successful conclusion. He did not think 
a Wertheim operation was at all necessary in this type of case. In his 
experience, sarcoma of the uterus was a disease of the menopause. 

Dr. FitzG1ppon replying said that possibly a small number of fibroids 
were sarcomatous, but he did not think that many were. He never 
thought of doing Wertheim’s operation, he always did complete hysterec- 
tomy. He looked upon Wertheim’s as an unnecessarily severe operation, 
and was of opinion that just as good results were obtained from hysterec- 
tomy. He would never advise radiation in these cases, as he did not see 
how radium could get to the tumour if it had gone through the uterine 
wall, and invaded the perimetrium. 


Professor J. BRONTE GATENBY read a paper on Ovulation, Menstruation, 
and Related Phenomena in Mammals, with Special Reference to the 
Woman. 

The President said this was a most valuable and important paper, which 
entailed a great deal of research. What was known up to the present 
on ovulation and menstruation had been found out from experiments on 
the lower animals. Their knowledge was still very incomplete, and until 
it was complete, the Gynaecologist could not be expected to treat success- 
tully every case of disorder which might occur. He understood that sexual 
desire in the lower female animals was highest either at oestrus or immed- 
iately after, and this occured at different periods; that the female at 
anoestrus periods refused the male, and gestation could not take place. 
This was quite different to what occured in humans. It was possible that 
in certain cases this had some bearing on the incidence of sterility in the 
female. Menstruation could only take place in some cases without ovul- 
ation, and ovviation could also take place without menstruation. He 
quite agreed with Professor Gatenby that the presence of interstitial 
gland in the human ovahy has not yet been proved. 

Dr.BETHEL SOLOMONS said that this work of Professor Gatenby was 
only one more example of his assiduous and brilliant efforts in the cause 
of science. He said he did not intend at that meeting to discuss the origin 
of the corpus luteum as that subject had been extensively treated by the 
essayist and himself in a previous communication. 

That no definite comparison could be made between the oestrus cycle 
of the lower animals and the menstrual cycle in women appeared reasonable, 
although in some women there was certainly a ‘‘heat wave’’—a fact 
already pointed out by some writers. The whole question of frigidity 
was difficult. A frigid woman could conceive, but if a woman who was 
sterile was frigid in addition, aphrodisical drugs were useful in combating 
the sterility. There did not appear to be an absolutely definite organ in 
the body responsible for sex sense. He recounted the case of a girl of 
nineteen whose uterus, tubes, and ovaries were removed by him for malig- 
nant disease, who got married and stated her sex feelings were in no way 
altered. The domination of the corpus luteum over ovarian metabolism was 
evident, but it was necessary not to lose sight of the role of the other 
ductless glands. In cases of scanty menstruation accompanied by sterility, 
while it was possible to obtain the basal metabolic rate in relation to the 
thyroid gland, it was a pity that nothing could be’ learned about the ovary. 
The so-called ‘‘safe period’ at the end of the intermenstrual phrase was 
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a misnomer. while it was ‘safe’? with some women others became preg- 
nant even when intercourse occured then—probably this was explained 
by the fact that the spermatozoon lived in the tube for some time. It was 
of interest to know that the placental hormone was the same as that of 
liquor folliculi. The presence of the placenta meant amenorrhoea, so that 
the administration of placental extract in cases of menstrual bleeding 
was logical—The same applied to the mammary gland, and he had lately 
been treating some cases of haemorrhage with a mixture of these two 
glands with varying success. 

Nothing had been proved conclusively as to why amenorhhoea occured 
with lactation or why pregnancy was infrequent. The theory that the 
mammary hormone was antagonistic to that of the corpus lutem seemed 
to be sounder than that of Howard and Marshall who suggested that there 
is a substance in the blood for the development of ovarian substance and 
that this is used for the production of milk. 

It had been pointed out that veterinary surgeons were well aware that 
sterility occured in cattle because of failure of the Grafian follicle to rupture, 
but in cattle ovulation did not occur either. In women, sterility arose 
from failure to rupture also; this was due to a thickened ovarian cortex 
and could be overcome by an operation which consisted of removing ot 
scraping the ovarian cortex. In women however this sterility was accom- 
panied by scanty menstruation, and at first it seemed difficult to explain 
how such an occurence arose. The obvious explanation seemed to be as 
follows:— The Graafian follicule did not rupture, therefore no corpus 
lutem could be formed and mensthuation could not occur; the latter did 
happen and was due to the liquor folliculi supplying the necessary hermone 
to the blood—a kind of backflow. Certainly as proved in previous commun- 
ications to the Academy, the hyperdermic administration of liquor follicule 
to rats produced “heat”. He found it difficult to believe or to understand 
the experiments on rabbits where, after double castration, new ovaries 
grew from the new peritoneal tissue. 

He had tried all the glandular extracts for menstrual abnormalities. 
Lately he had given lipamin for hypofunction and luteo-lipoid for hyper- 
function. There were satisfactory results in some instances, but not in all. 
He still relied, believed and obtained excellent results in cases of scanty 
menstruation with sterility, by giving corpus lutem by the mouth in doses 
of ten grains three times daily after the first month, and continuing the 
treatment for six months. These were definite clinical data and were 
irrespective of the bio-chemist. He had had practically no success with 
corpus lutem or any other ductless gland in the treatment or the menopause. 

Dr. W. M. Crorven said that he did not think the element of psychol- 
ogy in animals could be left out when considering the points raised by 
Professor Gatenby in his paper. He mentioned a mare which had been 
shown to him, and which, although she raced, never won races. He sugges- 
ted the giving of Didymin, and this was given, and she was removed from 
the stallions, and after that she won many races. He refered to sclerosis 
of the ovary, and possible causes of this; and said that he thought if 
material from asclerotic ovary was grown, it would be very important. 

Sir Win11AM SMyLy referred to work done by zondek and Aschheim, 
recently published in the Archiv fur Gynaekologie. They experimented 
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upon sterilised female white mice, by implanting in them portions of the 
ovary, with a view to determine in what part of the ovary hormones are 
developed. This had been rendered possible by the changes in the vaginal 
mucous membrane, during the ovarian cycle, to which Professor Gatenby 
had drawn attention in his interesting communication. When a material 
implanted reproduced the cycle, it was assumed that it contained a hor- 
mone ; and in this way it was found that the theca of the Graafian follicule 
poduced a hormone, whereas the granulosa did not. The human corpus 
luteum was invariably positive before menstruation, and negative after 
it had ceased. It was also effective during pregnancy and _ lactation. 
The different ovarian preparations which had been placed on the market 
gave no results; and they attached little importance to lipoids as such. 
Further they consider that there is one ovarian hormone and not two. 

Dr. L. ABRAHAMSON said that there was no official test at present for the 
activity of the corpus lutem; and the discovery of a basal metabolic rate, 
and a method of estimating it was one of the most important things in 
modern endocrinology. The basal metabolic rate was an accurate index 
of thyroid activity, but not of the activity of any other ductless gland. 
In addition to regulating the oxygen consumption in the body, the thyroid 
gland had many other functions. Until a test for the activity of the corpus 
luteum was obtained, he thought that it would be impossible to apportion 
the blame for any unusual condition to either the endocrine glands, or 
to the mechanical factor. 

Dr. G. W. THEOBALD referring to endocrine preparations, said that he 
did not see how liquor folliculi, when injected into animals could cut 
short the passage cycle. Injections into animals were different from 
injections into human beings, as in the latter it was very hard to control 
a thing. He knew of some patients who had been sterile for from ten to 
fifteen years, and who had then become pregnant. 

Dr. ELLA Wess asked what was definitely known regarding the effect 
of the gastric juice on endocrine substances. She personally had obtained 
excellent results form the giving of ovarian extracts to patients complaining 
of menopause symptoms. Thyroid got through the gastric juice and the 
intestinal secretions and she wondered could ovarian substances also get 
through them. 

Drs. D. J. CANNON and BamrorpD spoke; Professor Bronte Gatenby 
replied, and the Meeting concluded. 
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